Vol. 17 No. 10 
October, 1956 


IN THIS ISSUE: 


THE INITIAL DIABETIC EPISODE IN CHILDHOOD — KELSEY 


Quatity /mestancn 


Table of Contents, Page I 


cardiac patients have 


fewer ‘pide effects 


with diuresis produced 


by localized renal action — 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


When acidosis is the diuretic mechanism, as with the carbonic anhydrase inhibitors 
and acidifying salts, widespread effects on many organs can be anticipated. 
In contrast, the dependable diuresis produced by the organomercurials—resulting 


from enzyme inhibition localized in the kidney—avoids these extrarenal effects. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is arenes in the sandhills of North Carolina in a 60-acre 

of long pines. It is located on U. 5. Route 1, six miles south of Pinehurst and Sout 


Pines, This section is unexcelled for its healthful climate, 
Ample facilities are afforded for recreational and occupational therapy, particularly out 


of-doors. 
Special stress is laid on psychotherapy, An effort is made to help the tient arrive at 


an understanding of his life prepseme; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case, 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 
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SINGLE BOOK FOR 1956 (one page—44 lines—for each day) 
DOUBLE BOOK for 1956 (two pages—88 lines—for each day)........ 


WINCHESTER 


“CAROLINAS HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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part of every ///ness 


ANXIETY 


is part of 


PEPTIC 
ULCER 


MEPROBAMATE 


(2-methy!-2-n-propy!-1,3 propanedio! dicarbamate) 
Licensed under U.S. Pat. No. 2,724,920 


“. «functional nervousness, including fatigue and anxiety, was by far 


the greatest detectable cause of recurrences of peptic ulcer symptoms, and 


in many instances it seemed likely that the same etiological factors were 


initially responsible for the ulcer.’ 


Peptic ulcer is a combination of the emotional and the physi- 
cal. For total management, a combination of measures is often 
indicated. EQuANiL adds to the adequacy of routine treatment 
by countering psychic stress as a stimulant to vagal activity. 
It combats the anxiety and tension, and encourages restful 
sleep.? 


In every patient ...a valuable adjunct to the customary therapy 


Supplied: Tablets, 400 mg., botties of 50. 
Usual Dose: | tabiet, t.i.d, 
1. Weiss, E., and English, 0.S.: Psychoso- 


matic Medicine. W. B. Saunders Co,, Phil- 
adeiphia, 1949, p, 358, 


2. Lemere, F.: Northwest Med, 54:1098 
(Oct.) 1955. 


anti-anxiety factor with muscle-relaxing action 


Philadeiphia 1, Pa, 
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inflammatory skin 


all the benefits of the “predni-steroids” 
plus positive antacid action 


Clinical evidence'?.4 indicates that 
to augment the therapeutic advan- 


tages of prednisone and predniso- ered Prednisolone) 
co-administe to m gas- Prednisone or 
tric distress. with 
References: 1. Boland, BE. W., J.A.M.A. trisilicate and MERCK & & DOHME 
160:613, 25,) 1966. 2. Ma rgolis, 300 mg. aluminum DIVISION OF MERCK & CO. INC, 

5. 


158:459, (June 11 ») 195 
‘CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of Mrncx & Co., Inc, 
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in bronchial asthma 


clinical evidence’? indicates 


that to augment the 


therapeutic advantages of the * ‘predni-steroii 


ROUTINE | | 
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All the benefits of the 
“predni-steroids” plus 


positive antacid action to 
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HERE’S WHY SO MANY DOCTORS 
NOW SMOKE AND RECOMMEND 


VICER 


Microscopic analysis 
shows the 
Viceroy tip has... 


ih 


Twice as Many Filters 


AS THE OTHER TWO LARGEST-SELLING FILTER BRANDS 


For the Smoothest Taste in Smoking! 


COMP A RE! HOW MANY FILTERS IN YOUR FILTER TIP? 
o (REMEMBER—THE MORE FILTERS THE SMOOTHER THE TASTE!) 
La a7. 


Filter Tip 
CIGARETTES 


VICEROY'S EXCLUSIVE FILTER IS MADE FROM PURE CELLULOSE—SOFT, SNOW-WHITE, NATURAL! KING-SIZE 
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BRAND OF TETRACYCLINE HOMOGENIZED MIXTURE 


125 mg. tetracycline per 5 ce. 
teaspoonful. Bottles of 2 fl. oz. 
and 1 pint, packaged ready to 
use (no reconstitution required), 
READILY ACCEPTED delightfully 
different fruit flavor... 
RAPIDLY ABSORBED fine particle 
dispersion-——therapeutic blood 
levels within one hour... 
QUICKLY EFFECTIVE well-tolerated 
tetracycline for prompt control 
of a wide range of infections. 


*Trademark 

PFIZER LABORATORIES 

Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 
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for preventing 
and treating upper 
respiratory infections... 


Achrocidimn 


Tetracycline-Antibistamine-Analgesic Compound 
AcHRocipiN is convenient for you to prescribe — easy 
for the patient to take. Average adult dose: two tablets 
four times daily. 


AcHROCIDIN is a comprehensive formula for treatment 
of complications of the common cold, particularly when 
bacterial sequelae are observed or expected from the 
patient's history or during widespread infections. 

Distressing symptoms of malaise, headache, mus- 
cular pain, mucosal and nasal discharge are rapidly 
relieved. 

And potent prophylaxis is offered against other 
diseases, such as otitis media, sinusitis, adenitis, and 
bronchitis, to which the patient may be highly vulner- 
able at this time. 


Available on prescription only 
Each tablet contains: 
acunomycin® Tetracycline 125 mg. 
Salicylamide —_ 
Chlorothen Citrate . 25 mg. 


Bottle of 24 tablets 


> LEDERLE LASBORAT » AMERICAN CYANAMID COMPANY, PEARL. RIVER. N.Y. 
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when the 
threat of infection 


smoulders under those 


upper respiratory symptoms, 


- especially in cases of mixed 


or doubtful etiology. 


provides chemoprophy lactic agents aswell as relieves the symptoms 


antibacterial 
-antiallergic 
expectorant 

bronchodilator 
antispasmodic 


teaspoon 

Sulfadiazine 

Sulfamerazine | 

Sulfamethazine 

Pyrnilamine Maleate 
Phenyltoloxamine Dihydrogen Citrate 6. 1s 
Glyceryl Guasacolate 

Ephedrine Sulfate 


sample 


‘and complete literature — write. . 


~The TILDEN Company 
New Lebanon, N. Y. 

Oldest Manufacturing 
Pharmaceutical House in America 

bd Founded 1824 
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New Study Shows Gelatine 
~ Restores Brittle Fingernails to Normal 


Directions for making the Knox Gelatine drink in every package 


Brittle, fragile or laminating fingernails are the 
bane of many a woman's existence. Yet this 
highly prevalent and distressing condition often 
has gone uncontrolled for lack of effective ther- 
apy. Now, you can promise these patients sub- 
stantial relief in a large percentage of cases. 
In a recent study’ that confirmed previous 
work? Knox Gelatine was used to treat 36 
women with fragile, brittle, laminating finger- 
nails, The response was most gratifying. Except 
for three patients who discontinued the therapy, 
three diabetics, and two women who had con- 
genital deformities, the splitting ceased and all 
other patients were able to manicure their nails 
to a full point by the time the study ended. 
Optimal dosage proved to be one envelope (7 
grams) of Knox Gelatine administered daily for 


Protein Previews 


three months, Efficacy has not been established 
with lesser dosage. If you would like more com- 
plete details of this work, just use the coupon, 


1, Rosenberg, 8, and Oster, K, A., “Gelatine in the Treatment of 
Brittle Nails,”’ Conn. State Med. J. 19:171-179, March 1955, 
2. Tyson, T, L., J. Invest, Dermat, 14:323, May 1950, 


Chas. B. Knox Gelatine Company, Inc, 
Professional Service Dept. 8J-19 
Johnstown, N.Y. 


Please send me a reprint of the article by Rosenberg 
and Oster with illustrated color brochure, 
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"You try "| don't know 
to scrub the about bathtubs, 
bathtub but two days 
with your ago | couldn't 
back aching. reach a 
morning shelf higher 
till nightl”’ than that.” 


“| thought maybe 


| slept ina 
draft. Never had 
a stiff neck 
like this before.” 


“That's nothing. 
| went around 
with my arm in 
a sling for 
nearly two weeks— 
had to sleep 
with a pillow 
at my back 
so | wouldn't 
roll over on it.” 


thought 


| was getting 
too old 

for high heels— 
low heels 
didn’t help. 

My leg hurt 
down to 

the ankle.” 


“That's funny. 
on my 
feet all day 
but it was 
my arms that 
bothered me.” 


... safeguarded relief all the way across the 


Prednisone +Acetylsalicylic Acid + Aluminum Hydroxide +Ascorbic Acid: 
Potent corticosteroid anti-inflammatory action complemented by rapid 
analgesia; doubly protected with antacid and supplemental vitamin C. 


y 
eee 


"My back 
was so tight 
couldn't 
even get on 
and off 
the bus; 
now | can 


climb stairs.” 


"| hope 
he helps 
my knee 
that quick.” 


"Take it 
from me, 
you should 
be glad 
you saw him 
early in the 
game so he 
could do 
some good,” 


Summated, protective corticoid-analgesic therapy 


SIGMAGEN 


corticoid-analgesic compound tablets 


"Good ?— 
why, he’s 
got me doing 
exercises 
| haven't done 
in years.” 


spread of common rheumatic complaints 


* brings specific, complemen- 
tary benefits to the treatment 
of muscle, ligament, tendon, 
bursa and nerve inflammation 

* for the initiation of treatment 
of milder rheumatic disease 

* for continuous or intermittent 
maintenance in more severe 
rheumatic involvement 


Bottles of 100 and 1000. 
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for your peptic ulcer patient...‘the easy-to-remember medication” 


It is almost impossible for your peptic ulcer patient to forget his medication 
when it is a ‘Spansule’ sustained release capsule. He need simply remember: 
one ‘Prydon’ Spansule on arising, one ‘Prydon’ Spansule on retiring. When you 
prescribe ‘Prydon’ q12h, you know that he is getting continuous, uninterrupted, 
round-the-clock antisecretory-antispasmodic protection. 

With ‘Prydon’ Spansule capsules, side effects are eliminated or reduced 
to a minimum. 


PRYDON* SPANSULE* 


atropine, scopolamine, hyoscyamine sustained release capsules, S.K.P, 
made only by 
Smith, Kline & French Laboratories, Philadelphia 


first J in sustained release oral medication 


*T.M. Reg. U.S, Pat, Off. Patent Applied For, 
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Journal Report: 


Hypertensive symptoms relieved 


in 96% of patients 


“Comparison of pentolinium [ANSOLYSEN] with other preparations in 25 patients with 
severe essential hypertension, for whom all other methods of management had failed, 
showed that pentolinium is the most effective of available agents in reducing danger- 
ously high blood pressure to the desired levels, and in modifying some of the complica- 
tions of hypertension, as cardiac decompensation, cardiomegaly and retinopathy. ... 


“In 96 per cent (24 patients) clinical symptoms were relieved and the blood pressure 


maintained at comfortable levels. .. .’”” 
ANSOLYSEN 
TARTRATE Pentolinium Tartrate 


Lowers Blood Pressure 


1. Albert, A., and Albert, M.: Am. Pract. & “ ae 
Dig. Treat. 7:986 (June) 1956. 
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ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 
chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
ficity — free of mental 
fogging and devoid of any 
major complications: 
no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydrexyzine hydrochloride 
(ATARAX). Bottles of 30 
and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Ine. 
Brooklyn 6, New York 
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HOW CAN I 
BRING UP THE 
SUBJECT WITH MY 
pocTor ? 


Most people are able to talk freely to their 
physicaan about every of their treatment 
except one, The question, “How anich is it going 
to cost?” and of how payment is to be made, often 
leaves the frankest pationt tongue-tied 

Many refrain from bringing up the subject out 
of a sincere respect for their doctor, supposing 
it sonchow unbecoming to talk to him about 
money. Many professional societies are now 


trying to clear up this misconception, For ex- 
ample, uu imay have noticed a significant plaque 
which hangs in thousands of physicians’ waiting 


It say 
*To all my pationts —1 invite you to discuss 
frankly with me any questions re garding my 
sercices on fees The best medical service is 
haved on a friendly mutual understanding 
betucen doctor and patient.” 


PARKE, DAVIS & COMPANY 


Makers of medicines since 1966 


JUST ASK Him! 
THERES NO REASON 
TO BE SHY 
ABOUT IT. 


Sometimes, of course, your doctor cannot tell 
you, in advance, precisely what a course of treat- 
ment or an operation is going to cost. But you 
will always find him willing to discuss the sub- 
ject, and to tell you if he can, Today more than 
ever before in medical history, the bill your 
doctor sends you can represent one of the really 
big bargains of your lite —in terms of health, 
happiness and peace of mi 


| 

\\\ 

J 
< 
f 


davis 


aly 


Doctor, you have probably seen one 
or more of these current Parke-Davis 
advertisements in leading general 
magazines—and you know that the 
much-talked-about theme of these 
ads is that prompt and proper medical 
care is one of today’s biggest bargains. 
Through our sales representatives who 
call on you, and your letters to us, we 
know that this is the type of laity 
advertising you like to see. 


The reproduction on the facing page 


is the latest example of this advertis- 
ing. It tells the public that they can 
discuss medical fees with their physi- 
cians without embarrassment . . . and 
that such discussions improve the 
important relationship between doctor 
and patient. 


We are gratified at your response 
to these public messages, and you 
can be sure that Parke-Davis national 
advertising will continue to be in our 
mutual best interests. 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


P_ Reaching millions of people in LIFE, POST, TODAY'S HEALTH 
and other leading magazines 
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METRETON 2464 


METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 


For prompt and effective relief, especially in many resistant allergic disorders, Merreton 
affords the benefits of two established agents with unexcelled anti-inflammatory, anti- 
allergic and antipruritic effectiveness. supported by essential vitamin C —for stress 
support and for postulated effect on prolonging steroid action 0 beller corticosteroid 
original brand of prednisone.,.minimal electrolyte effects beller 
histamine —unexcelled in potency and freedom from side effects—Cuton-Tnmeron 


effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urticaria, 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruritic 
and contact dermatoses. 


Sormula® Each tablet of Mernzron provides 2.5 mg. of Meticonren (prednisone), 2 mg. of Cuon-Taimeton 
maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied: Meraeton Tablets, bottles of 30 and 100. 


i 


METRETON 


METICORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


METRETON 


quickly clears nasal passages + avoids rebound engorgement and 
sympathemimetic side effects + safe even for cardiacs, hyperten- 
sives, children, pregnant patients + 


Compos on: Contains 2 mg. (0.2%) acetate (prednisolone ace- 
tate) and 3 mg. (0.3%) of Curon-Tnimeron gluconate (chlorprophenpyridamine 
gluconate) in each ce. 


[Schering 


Pockawe: 15 ee. plastic “squeeze” bottle, box of 1, METRETON 
Metneton,* brand of corticoid -antibi ine compound; Mericoaten,” brand of prednisone; TABLETS 
Mericontetone.® brand of prednisolone ; Curon-Trimeton,® brand of chlo prophenpyridami 
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save up to ‘1,976 
on new “packaged” 
CENTURION 200 ma 


radiographic-fluoroscopic units 


to show you why. Call him in. 


Heavy duty Picker generator (200 ma, 
100 KVP) and distinguished upright 
control cabinet, Automatic Monitor 
operation, Full-range time-KV 
selection without technical 
compromises. 


CHARLOTTE 4, N.C., 1707 East Seventh Street 
Winston-Salem, N.C., 1016 Vernon Avenue 


Small-focus rotating anode x-ray tube 
,-,@asy, accurate radiographic centering by 
projected knife-edge lightbeam. 


For a limited time, here’s your chance to acquire a fine Picker 200 ma 
x-ray combination at a very substantial saving. Not skimpy 
“built-to-price” equipment, mind you, but a standard 
Picker Centurion Il x-ray unit with all the advantages (too many 

to list here; we can cite only a few) that mean so much in 
operating ease, technical flexibility and long-term satisfaction. 


If youve been thinking of investing” in a new x-ray machine 
or upgrading your present facilities, this is opportunity 
knocking. Your local Picker representative will be glad 


*it you'd rather, you can also realize these savings through the 
Picker Rental Plan, Ask the Picker man about it while you're of it. 


High-style “prestige” table, luxurious finish. Clear access all around 
— front, back, both ends — no protruding floor obstructions. Poised hand-rock 
or quiet motor-drive. Weight counterbalanced fluoroscopic tower with 

either full size screen or Polyfilmer for 8 x 10” spotfilms (as shown here). 


CORPORATION 
25 South Broodwoy, | White Plein, 


Smooth-gliding floor-ceiling 
Twintrack tubestand rotates full circle 
with 90° clickstops. Rigid 
self-swallowing telescopic tubearm 
slips x-ray tube deftly into place 
under table for fluoroscopy. 


Durham, N.C., P.O. Box 994 
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October, 1956 ADVERTISEMENTS 


nnouncing 
Revision of 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—IN TaBLet 
Form—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


“Dihydroxy aluminum aminoacetate . . . shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets’. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Maigiyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belgtyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


Reprint of recent 
in vivo studies ovail- 
able on request 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. omnia, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


Braylen PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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CASE SUMMARYy 


On 7/7/55, the wound wa 
lytic §, aureus (coag, +) 
osteomyelitis, Disc seng 


10 units; erythromycin 
10 mcg, 


8 Saucerized and a hemo. 
Was isolated from the 
itivities were: Penicillin, 
» 10 mcg, ; tetracycline, 


— On 6/2/55, patient, male, age 28, fell on an old 
: fracture and refractured the middle third of the 
4 right femur, Superimposed On an old osteomyelitis, 
: On 7/15, the patient was Placed on erythromycin 
therapy 400 mgm. q. 6, h, Patient afebrile after 
4 erythromycin Started, X-rays showed evidence of 
healing With callus formation, No septicemia and 
Clinica] evidence indicates Control of the infection, 
a On 8/3, the Cast wag removed and leg recast. Wound 
: Was in good Condition with Minima] drainage, \\ 
a Diagnosis: fracture middle third of right femur, \\ \ 
Complicated by osteomyelitis, 
: | Result: erythromycin aided healing of the old osteo. Y \ 
myelitis and kept the infection under control, 
j \ 
Communication bo Abbott Laboratories 
\ (2) 


specific against 


coccic infections 


Specific—because you can actually pinpoint the 
therapy for coccic infections. That's because 
most bacterial respiratory infections are caused 
by staph-, strep-and pneumococci. And these 


are the very organisms most sensitive to 


EryYTHROCIN—even when in many cases they 


resist other antibiotics. 


_filmtg 


with little risk of 


serious side effects 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Low toxicity—because EryTHrocin rarely alters 


intestinal flora. Thus, your patients seldom 


get gastroenteral side effects. Or loss of vitamin 


synthesis in the intestine. Virtually, no allergic 
reactions, either. Filmtab ErytHrocin 


Stearate (100 and 250 mg. ), 
bottles of 25 and 100. bbrott 


filmta 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Filmtab-—film-sealed tablets; pat. applied for 
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YES 


CLINISTIX 


Reagent Strips 


specific enzyme test for urine glucose 


routine office testing 
bottles of 60 CLinistix Reagent Strips 


daily check by mild diabetics, > 
well-controlled diabetics 

packets of 30 CuiNnistix Reagent Strips 
in new protective foil pouch 


utmost simplicity and convenience...A firm, easily handled Ciinistix 
Reagent Strip is moistened with urine. 


qualitative accuracy...CLinistix Reagent Strip turns blue only if glucose is 
present. No blue color—no glucose! 


/\ Ames Company, Inc « Elkhart, Indiana * Ames Compony of Canado, Ltd., Toronto 
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ORAL PENICILLIN 
BETTER 
MORE CONSISTENT 


AND 


“Because of the better and more consistent 
absorption of penicillin V from the intes- 
tinal tract, it would appear that this type of 
penicillin is preferable to penicillin G when 
oral administration is to be used.’” 


1, Martin, W. J., et al.: J.A.M.A. 160:928 (March 17) 
1956. 


VEE*Oral and PEN+ VEE Suspension 
permit new dependability in oral-peni- 
cillin therapy—dependable stability in 
gastric acid, dependable and optimal 
absorption in the duodenum, ‘Not being 
destroyed by acid in the stomach, as is 
penicillin G, penicillin V remains avail- 
able in larger amounts for absorption,’”! 


| 
| | Or al | 
i 
| | 
is Penicillin V, Crystalline (Phenoxymethy! Penicillin 
OPEN EL Suspension is Benzathine Penicillin V Oral Suspension 
| 


magnified potency 
with Meti-steroid 
effectiveness in allergic 


and inflammatory dermatoses 


Meti-Derm cream 0.5% 


twice the per milligram 
“anti- \i-intlammatory activity 


of topical hydrocortisone 


water-washable 


for effective local relief of allergic 
(atopic and contact) dermatoses, nonspecif 

anogenital pruritus. 
formula: Fach gram of water-washable- 
Meti-Derm Cream contains 5 mg. (0.5%) of 
prednisolone, free alcohol, i ina 
acceptable base. 


new 
cosmetically acceptable 
py 
packaging: Meti Derm Cream, 0.5%, 10 Gr ). tube 7 
(Met) Deem,* brand of prednisolone topical 


...and adding dual control 
to Meti-steroid skin therapy — 


protection 


against infection 


new 


Meti-DLerm ointment 


with Neomycin 


enhanced effectiveness 
in allergic, inflammatory 
dermatoses when 


minor infection 


is present 


or anticipated 


neomycin in addition to 
prednisolone, free alcohol 

—for protective coverage against 
virtually all pathogenic skin 
bacteria with a well-tolerated, 
topical antibiotic. 


formula: Each gram of 

Meti-Derm Ointment with Neomycin 
contains 5 mg. (0.5%) prednisolone, 
and 5 mg. (0.5%) neomycin sulfate 
equivalent to 3.5 mg. neomycin base. 


packaging: Meti-Derm Ointment 
with Neomycin, 10 Gm. tube. 


wos eee 
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when 
 thecondition 4 7 
requires | 
a reliable 
antiseptic 


specify 


(THIMEROSAL, LILLY) 


‘Merthiolate’ is highly active under virtually all 
conditions; is relatively nonirritating and nontoxic 


‘Merthiolate’ is germicidal in dilutions up to 1:4,000 in 
serum media and is relatively nonirritating in the con- 


centrations suggested for use. It also maintains its ac- 


tivity in the presence cf soaps. The fact that ‘Merthio- 


late’ is used as a bacteriostatic agent in fluids for paren- 


teral administration gives strong evidence of its safety. 


CC TH ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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The Management of the Initial Diabetic 


Episode in Childhood 


WESTON M. KELSEY, M.D. 
WINSTON-SALEM 


The following discussion is based largely 
on observations of diabetic children seen on 
the pediatric service of the North Carolina 
Baptist Hospital in the last 10 years. 

During this period 60 diabetic children 
have been admitted, an average of 6 per 
year. Of this group, 29 had received insulin 
prior to admission and 31 had not. There 
were 2 deaths in the series. One infant who 
had received large amounts of insulin before 
admission had severe hypoglycemia with a 
blood sugar too low to be determined ac- 
curately. He died without regaining con- 
sciousness. One 4 year old boy died six hours 
after admission. This death was unex- 
plained, since to our best knowledge he had 
received prompt and adequate treatment, 
and at the time of death there was nothing 
in the physical examination or laboratory 
data, which were complete, to account for 
the respiratory paralysis which he suffered. 
The serum potassium was normal 30 minutes 
before death, and autopsy failed to reveal 
any cause for death. 

The following discussion will be based on 
the 30 living diabetic children who were 
seen and treated for the first time (table 1). 

Need for Hospitalization 

There are three reasons why all children 
who are seen during their initial diabetic 
episode should be admitted to the hospital. 
The first is the extraordinary speed with 
which diabetic coma ensues. This is best 
illustrated by one patient who came into the 
hospital at 6:00 P.M. with a 2 plus sugar 
and no ketones in the urine. The admitting 


Read before the Section on Pediatrics, Medical Society of 
the State of North Carolina, May 2, 1956. 

From the Department of Pediatrics, Bowman Gray School 
+f Medicine of Wake Forest College, and the North Carolina 
Baptist Hospital, Winston-Salem. 


Table 1 
Age Distribution of 32 Patients Untreated Before 
Admission 
Age 
(Years) No. Patients 
0-2 3 
3-4 
5-6 
7-8 
9-10 
11-12 


doctors felt safe in waiting until morning 
to complete the work-up. By 8 A. M. he was 
in profound coma, despite having received 
insulin on the day of admission. One other 
patient without ketonuria by history was 
admitted 18 hours later in profound coma. 
Since ketone bodies are found in the urine 
of almost all diabetic children when they are 
first seen, it is imperative to treat this situa- 
tion promptly, as they may be beyond help 
if treatment is delayed. 

The speed with which diabetes itself de- 
velops is well illustrated by a 3 year old boy 
whose father had had diabetes for one year 
prior to this boy’s admission. Because of 
the parents’ concern, urine sugar determina- 
tions had been done weekly on the son, with 
negative results. In the course of one week 
the urine sugar rose from 0 to 4 plus. The 
diagnosis was made so promptly that he is 
one of two diabetic children whom we have 
seen in the initial episode without ketonuria. 
The other case was diagnosed by the child’s 
parents under the same circumstances after 
the urine sugar had risen from 0 to 4 plus 
within a week. 

The second reason for admitting these 
children to the hospital is the peculiar phe- 
nomenon of the development of insulin 
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Table 2 
Insulin Requirements Following Initial Therapy 
Duration of 


Requirements Initial Therapy 
No. Patients (units) (days) 
28 Less than 30 30 
23 Less than 30 14 
22 Less than 20 14 
9 Less than 20 17 
6 Less than 30 4 
19 Less than 10 30 


sensitivity following the initial therapy. 
These patients usually require from 40 to 80 
units daily for the first three or four days. 
At varying times after this period they sud- 
denly need much less insulin. If they are 
being treated at home, with amounts of 
insulin adequate to manage the initial phase, 
they are almost certain to have insulin shock 
during the latter part of the period. 

The insulin requirement continues to drop, 
so that a number of the patients could be 
taken off insulin within two to four weeks 
after the initial treatment. For psychiatric 
reasons we never do this. It should be em- 
phasized that from six months to a year 
after the initial treatment the insulin re- 
quirement of nearly all these children rise. 


A rough analysis of these data is pre- 
sented in table 2. The important data here 
show that approximately one third of the 
patients within one week required less than 
20 units of insulin; more than that would 
have resulted in insulin shock. A fifth of 
the patients tended to go into shock by the 
fourth day of treatment. Lastly, only one 
of the entire group failed to show a decrease 
in the initial insulin requirement. Without 
hospitalization it is almost impossible to 
manage the first days of treatment adequate- 
ly without causing hypoglycemic shock later 
in the course of therapy. 

The third reason for hospitalization is that 
it allows time for educating both the child 
and the parents in home care. This is the 
most important phase of the whole manage- 
ment of the diabetic child. Any child who 
is rushed out of the hospital in order to save 
money usually gets into trouble because the 
physician has not had time to educate the 
whole family adequately as to his care. 


Classification 


The treatment of these children depends 
on the stage of the disease at the time of 
admission, 


Diabetes can be divided into 
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Table 3 


Stages of Diabetes 
Hyperglycemia+> glycosuria 
Loss 
KetosisNe + K loss 
Dehydration = Acidosis 
s. | Cerebral changes 


three stages, as illustrated in table 3. The 
first is rarely seen in a child being presented 
for the first time. The diagnosis is now be- 
ing made most commonly in the second 
stage. Probably this is because more phy- 
sicians are aware of the possibility of dia- 
betes in childhood. The accepted statement 
that a majority of these children will reach 
the physician in coma is probably no longer 
true. The only general principle of therapy 
to be emphasized, regardless of which stage 
the patient is in, is the need for insulin. 
Table 3 shows clearly that, since the disease 
starts with either absolute or relative insulin 
lack, the whole chain reaction cannot be 
stopped or corrected until insulin is given. 
All diabetic patients should receive crystal- 
line insulin in their first treatment, and if in 
collapse should receive it intravenously. 
There is much argument about the amount 
of insulin to be used initially. Probably a 
middle course is wise. In general, 2 units 
per kg. of body weight for the initial injec- 
tion is a safe one’. Subsequent doses will 
depend on the patient’s status and laboratory 
findings. As will be seen later, this may 
depend upon his glucose intake. 


Stage I 


The treatment in stage I is extremely 
simple—prompt institution of a diabetic diet 
and insulin. Even though their cases seem 
mild, they usually require 40 units or more 
for the first few days. In this extremely mild 
group, which is seen so rarely, one has to 
be particularly cautious regarding insulin 
shock. Their insulin requirement as a rule 
drops fairly early and, when it does, falls 
precipitously. If pediatric supervision is 
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frequently in order to avoid shock which 
might not be recognized and corrected by an 
inexperienced nurse. 

Stage Il 


In stage II the patient has become more 
seriously dehydrated and is acidotic. He has 
also had a significant loss of sodium and po- 
tassium. This group should be divided into 
two categories: those able to take oral fluids, 
and those who are vomiting. Children who 
are ketotic but conscious and are able to 
take and retain oral fluids can be treated 
adequately without intravenous medication. 
We prefer to start with orange juice or a 
carbonated beverage containing 10 per cent 
sugar. They are given insulin immediately, 
usually about 2 units per kg., and an addi- 
tional dose with each glass of liquid. Since 
one unit of insulin covers approximately 2 
Gm. of glucose, theoretically a full glass of 
orange juice or a 10 per cent carbonated 
beverage would require approximately 12 
units of insulin. Since at this stage the 
insulin is not utilized immediately and there 
is preexisting hyperglycemia, we usually give 
20 units of crystalline insulin with each glass 
of liquid. This regimen is continued until 
the patient has been free of ketonuria for 
approximately 12 hours, at which time he 
is treated as in stage I. Orange juice is par- 
ticularly satisfactory at this period since it 
contains glucose, which permits the continu- 
ation of insulin therapy without fear of 
hypoglycemia. It also contains potassium 
and has an alkaline ash residue which will 
aid in correcting the existing cation (sod- 
ium) deficit. Sometimes the carbonated bev- 
erage is better tolerated, in which case the 
addition of potassium chloride to the bever- 
age may help repair the existing electrolyte 
deficit. 

If the patient is in stage II but is vom- 
iting, insulin is given again as soon as 
the diagnosis is established and a gastric 
lavage is done. At the end of the lavage, we 
usually leave some electrolyte solution in the 
stomach. It probably makes little difference 
what solution is used, but since a small 
amount of sodium bicarbonate is harmless, 
this is usually chosen. 

There is much argument about the pro- 
gram of intravenous fluid therapy’. Our us- 
ual procedure is to administer the electrolyte 
solution first. This is instilled for 60 to 90 
minutes at a rate of 2 to 3 drops per kg. 
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poor, it is probably wise to give small doses per minute. We feel that it should never be 


continued beyond the first hour and a half of 
therapy. The electrolyte is used in order to 
aid promptly in restoring the vascular vol- 
ume so that renal function, which may be 
depressed with dehydration, is rapidly re- 
stored to normal. Glucose solution is not 
given at first because the blood glucose level 
is already above the renal threshold and ad- 
ditional amounts are liable to cause further 
loss of water because of its osmotic effect. 
Solutions containing large amounts of po- 
tassium are not given, because frequently 
the serum potassium is elevated when these 
patients are first seen. Concentrated potas- 
sium solutions should be withheld until one 
feels that renal function is normal. 


Many authorities disagree about the use 
of sodium lactate solutions”. In favor of 
their use is the fairly rapid correction of 
the serum pH. It is also valuable in correct- 
ing the sodium deficit and hence the vascular 
volume. Against its use in the usual calcula- 
tions is the tendency to produce post-acidotic 
alkalosis. Large amounts will also aggravate 
the existing intracellular potassium deficit. 
Lastly, there is some question as to how 
rapidly the lactate ion is metabolized during 
the first few hours of therapy. Therefore, in 
this first infusion we usually give Ringer’s 
solution or sodium chloride, plus a moderate 
amount of sodium lactate. The solution fre- 
quently used is two parts of Ringer’s solu- 
tion with one part of sixth molar sodium 
lactate solution. 

After the initial electrolyte infusion it is 
extremely important to remember that glu- 
cose must be added to the infusate, since 
at this time the insulin may have lowered 
the blood glucose to hypoglycemic levels and 
one arrives at the paradox of having a pa- 
tient with hypoglycemia and ketosis and 
being unable to correct the ketosis with in- 
sulin because of fear of insulin shock. A 
more practical point, frequently forgotten 
by the academic person, is that many prac- 
ticing physicians cannot stay with their 
diabetic patients, and if glucose is not given 
continuously, it will not be safe to give in- 
sulin in the amounts necessary for controll- 
ing the disease. The reason why glucose 
must be added fairly early in the therapeutic 
regimen is illustrated in table 4. In spite of 
this knowledge we recently had a child in 
diabetic coma, who, while receiving a 214 
per cent solution of glucose intravenously, 
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Table 4 
Need for Glucose Administration 
Weight=30 kg. 

Extracellular fluid=approximately 6.0 liters 
Glucose =500 mg. per 100 ce. 

Total glucose=30 gm. 
Theoretical insulin=15.0 units 


developed hypoglycemia. Recently we also 
saw a child, mentioned previously, who died 
in hypoglycemia because of the failure of 
the local physicians to realize the importance 
of administering glucose in conjunction with 
adequate doses of insulin. At the end of 
this initial electrolyte period, therefore, a 
safe solution to use is 10 per cent glucose 
mixed with equal parts of Ringer’s solution. 
This solution, containing 5 per cent glucose 
and 1% isotonic electrolyte solution, is kept 
up four to six hours; then 5 per cent glucose 
with potassium chloride is added to make 
the concentration 15 to 30 milli-equivalents 
per liter. This combination is continued un- 
til the ketonuria has been corrected for at 
least 12 hours. In a great majority of the 
initially treated diabetic patients, the keto- 
nuria clears four to eight hours after the 
start of therapy. During this time approxi- 
mately 25 units of crystalline insulin is 
given for each liter of 5 per cent glucose. 
This method is outlined in table 5. 


Stage Ill 

Stage III is quite similar to the vomiting 
type of stage II. When the patient has 
reached stage III, there is abundant evidence 
that he is on the verge of irreversible cere- 
bral damage''’. For this reason it is prob- 
ably wise for all comatose patients to re- 
ceive oxygen so that a maximal oxygen 
supply will be presented for cerebral metab- 
olism. Secondly, it is occasionally quite im- 
portant to restore the blood volume to nor- 
mal rapidly so that an adequate cerebral 
blood flow is maintained. In any patient 
with severe vascular collapse manifested by 
a thready peripheral pulse and hypotension, 
it may be wise to use a more efficient blood 
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Table 5 
Stage Two: Vomiting 


I. Insulin 
2 units per kilogram immediately 
10 units every hour until ketonuria clears 
II, Initial infusion 60-90 minutes 
Ringer’s solution plus 1/6 molar sodium 
lactate 2:1 at 2-3 drops per kilogram per 
minute 
III. 10% dextrose in water plus Ringer’s solution 
(1:1) 4-6 hours 
IV. 5% dextrose in water plus potassium chlo- 
ride 20-30 mEq. per liter 


volume expander than an electrolyte solu- 
tion. If the hematocrit is extremely high, it 
may be wise to use plasma or dextran. If 
the hematocrit is low, whole blood is the 
expander of choice. 

It is still extremely dubious whether these 
more active measures will change the mor- 
tality when the patient has actually become 
comatose. One should remember that the 
definition of coma is failure to respond to 
pin prick. There is considerable evidence 
that no matter what form of therapy is used 
approximately 10 per cent of the comatose 
patients will die. Nevertheless one should 
realize that this is an extraordinarily serious 
situation and that the additional oxygen, 
plus the more prompt restoration of cerebral 
blood flow, may possibly tide the patient over 
severe cerebral depression. 


Summary 


Certain points in the management of the 
initial diabetic episode have been discussed. 
Emphasis has been placed on the need for 
the hospitalization of such a patient. An 
outline for the management of the patient 
in this period has been presented. 
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NOTICE 

Dr. Paul Dudley White’s address on “The Ways of Life and Heart 
Disease,” which was published last month in the NORTH CAROLINA MED- 
ICAL JOURNAL, was also given in substance before the Harvard Medical 
Alumni Association on May 31, 1956, and will be published in the Har- 
vard Medical Alumni Bulletin. We regret the omission of this in- 
formation at the time of publication—Ed. 
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PANEL DISCUSSION ON 


INDICATIONS FOR CESAREAN SECTION 
James F. Donnelly, M.D., Moderator’ 


General Introduction 


Since Dr. Fesse Bennett performed the 
first successful cesarean section in America 
in 1794, the indications for the operation 
have undergone great changes. Dr. Bennett 
operated on his own wife after she had been 
in labor for three days. It was a foregone 
conclusion that she would die, but he heeded 
her entreaties to save the baby. By some 
miracle she also survived. 

We see, then, that the first cesarean sec- 
tion was done to save the baby without hope 
for the mother. As surgical skill increased 
and the chance of maternal survival broad- 
ened, so did the indications. Today we have 
a relatively safe operation for which there 
are many indications. 

For ease of definition I should like to 
divide the indications for cesarean section 
into three broad categories: obstetric, 
medical, and surgical. 


Obstetric Indications 


For a long time about the only indication 
for the operation was cephalopelvic dispro- 
portion. This still accounts for a large per- 
centage of cesarean sections. In this group 
of cases, I believe, the procedure should be 
done only after a trial of labor, preferably 
with ruptured membranes. It is a gifted 
person indeed who can tell without an 
adequate test of labor which borderline 
case will, and which will not, result in 
delivery. 

Whenever possible, x-ray pelvimetry 
should be employed to aid in making the 
decision. It should be stressed that x-ray 
is an aid only. Except in extreme cases it 
alone cannot determine whether or not 
cephalopelvic disproportion exists. X-ray 
measures the passage only and gives only 
a very rough estimate of the passenger. It 


Presented before the Section on Obstetrics and Gynecology, 
Medical Society of the State of North Carolina, Pinehurst, 
May 1, 1956. 

*Chairman of the Section on Obstetrics and Gynecology. 


LEWIS S. RATHBUN, M.D. 
ASHEVILLE 


cannot evaluate the character or efficiency 
of labor. 

Bleeding in the last trimester of preg- 
nancy was the indication for an increasing 
number of cesarean sections as the opera- 
tion became safer and replacement of blood 
easier. 


Certainly cesarean section is the method 
of choice in central placenta praevia. It 
should also be employed in most cases of 
partial praevia. In cases of marginal im- 
plantation vaginal delivery can be accom- 
plished in some patients with safety for 
both mother and child. This is especially 
likely to be true of multiparous women who 
are in labor when the diagnosis is made. 

Cesarean section may be indicated in 
cases of bleeding due to premature separa- 
tion, although the decision is somewhat less 
clear cut. Here, I believe, an estimate should 
be made of how long it will take the patient 
to deliver vaginally. In a primipara with 
a long closed cervix and any appreciable 
degree of separation, cesarean section is 
probably indicated. Certainly the welfare 
of the baby is best served by operating. In 
a woman who can be reasonably expected 
to deliver within an hour or two, however, 
it would seem better to me to accomplish 
delivery from below, even in a case of 
abruptio placenta. 

Cesarean section has a definite place in 
the treatment of some severe toxemias. 
Once these patients are brought under medi- 
cal control, they should be delivered by the 
easiest possible means, In a certain number 
of cases with long cervices, a section is 
much easier on the patient than would be 
an attempted induction with bags, boogies, 
and so forth, which may be expected to take 
several days and then lead to prolonged 
labor. It should be stressed that cesarean 
section is not employed to treat the toxemia. 
It should be used only when induction of 
labor promises to be difficult. 
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It is sometimes difficult to decide when 
to do a section in a case of breech presenta- 
tion in a primipara. Certainly sections are 
not necessary in many such cases. But who 
among us has not gotten partly through a 
breech delivery and longed to be in the 
operating room instead of having to cope 
with the problem of a tight-fitting after- 
coming head? On the other hand, it is equally 
disconcerting to deliver a breech by section 
and find a smaller than average baby whom 
even the student nurses know could have 
been safely delivered from below. I think 
that x-ray pelvimetry can be of great help 
in selecting the cases which require section. 
If x-ray shows a smaller than average pelvis 
and if an average or larger sized baby is 
anticipated, I feel that section is justified. 


Tranverse lie of the fetus is almost al- 
ways a reason for cesarean section, no 
matter what the parity. 


The question of whether or not to do 
repeat sections routinely can cause an argu- 
ment in any company. Some believe “once 
a section, always a section,” while others 
state that all patients should have a good 
test of labor before a repeat operation is 
performed. In allowing a test of labor one 
must certainly consider that a ruptured 
scar may prove a calamity for both the 
mother and infant. I feel that in a few 
carefully selected cases, however, vagina! 
delivery is preferable. If the mother goes 
into labor with the infant’s head deeply 
engaged, if the cervix is thin, and if labor 
progresses rapidly, I see no reason why de- 
livery should not be accomplished from be- 
low. The percentage of cases that will meet 
these criteria is relatively small, and most 
patients will have repeat operations. 


Prolonged labor, per se, may be an indi- 
cation for section. Occasionally a patient 
with a normal pelvis and baby continues 
in labor hour after hour without progress. 
A small percentage of these patients will 
lose their babies after 24 hours, and a 
higher percentage after 36 hours. I think 
that in a small number of these cases sec- 
tions should be done after both rest and 
stimulation have proved of no avail. One 
shonld be certain, however, that the patient 
is in labor. I suspect that a great many 
sections are done because of the patients’ 
failure to progress when they are really 
in false labor. 

Before we leave the obstetric indications 
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I should like to say a word of warning. I 
see absolutely no reason for routinely em- 
ploying sections in elderly primiparas. I 
believe that these patients should be treated 
as are their younger sisters. Very few will 
require section for any reason. 


Medical Indications 


The most important medical reason for 
cesarean section is diabetes. Section is 
probably not necessary in all diabetic 
women. Delivery at eight months’ gesta- 
tion, however, seems to yield very good 
results in a disease which is complicated 
by a high incidence of large babies, still- 
births, and toxemia, Delivery at that stage 
is usually best done by section. 

Patients with various types of malig- 
nancy may require section. In malignancy 
of the cervix the procedure may be neces- 
sary because of mechanical obstruction. It 
may also be indicated to secure a live baby 
in a patient who is in the terminal stages 
of cancer. 

There are several medical conditions 
which do not require sections. There is 
ample evidence that the cardiac patient tol- 
erates labor much better than she does 
surgery. Sections should not be Zone in such 
cases except for obstetric reasons. 

Tuberculosis is not an indication for ce- 
sarean section. 

Patients with acute poliomyelitis tolerate 
section very poorly and preferably should 
be delivered vaginally. Muscle deformities 
from poliomyelitis almost never affect 
childbearing. 


Surgical Indications 


Patients who have had previous opera- 
tions rarely require cesarean section on 
this basis alone, Little is known about the 
effect of pelvic delivery on a previous pel- 
vic repair, since no physician sees many of 
these cases. I feel that cesarean section is 
justified in the patient who has had a re- 
pair. It is undesirable to run the risk of 
recurrence if it can be avoided. Upper ab- 
dominal or chest surgery is not a con- 
traindication to pelvic delivery. 


Conclusion 

While the mortality associated with ce- 
sarean section is low, it is higher than that 
associated with pelvic delivery. Moreover, 
the patient is left with a uterine scar which 
may lead to serious complications during 
subsequent pregnancies, Hence the decision 
to operate should not be made lightly. 
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Whenever one discusses fetal mortality 
in association with cesarean section, he 
should examine cautiously the basis for his 
statistics. Are the statistics predominantly 
gross or have they been adjusted or cor- 
rected with regard to such factors as re- 
peat sections. In a hospital with a high 
rate of repeat sections or in which the cri- 
teria for cesarean section are lax, the fetal 
salvage rate is likely to be considerably 
better. In nonelective cesarean sections the 
maternal complications frequently deter- 
mine the survival of the infant. 


The gross fetal mortality associated with 
cesarean section varies from 5 to 10 per 
cent. On the other hand in repeat sections 
the mortality rate has varied from 1.5 to 
5 per cent. The incidence of premature de- 
livery in repeat sections is considerably 
higher than would be expected—about & 
per cent. 

Prematurity and pulmonary hyaline 
membrane disease account for a large num- 
ber of the neonatal deaths in cases of ce- 
sarean section. In the presence of a 
maternal complication such as hemorrhage, 
premature delivery is difficult to avoid. In 
the case of elective or repeat sections, every 
effort should be made to carry the infant 
to term. Routine x-ray studies for fetal 
maturity may be indicated. 

The etiology of pulmonary hyaline mem- 
brane is unknown, but many pediatricians 
and pathologists feel that aspiration of 
amniotic fluid is an important factor. There 
is some indication that this condition is 
secondary to vascular congestion, since it 
also occurs in adults under certain circum- 
stances. The administration of high con- 
centrations of oxygen was thought to be a 
factor at one time, but is no longer con- 
sidered significant. Hyaline membrane dis- 
ease is particularly distressing, since the 
infant may appear perfectly normal at 
birth, then 12 hours later experience res- 
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piratory difficulty which progresses rapidly. 
The infant usually succumbs. A character- 
istic pathologic picture is found on autopsy. 
Infants delivered by cesarean section have 


a much higher incidence of pulmonary 
hyaline membrane than infants delivered 
vaginally, even in the absence of maternal! 
complication. 

The infant delivered by cesarean section 
demands closer attention than other babies. 
Gastric suction on all infants delivered 
by section has resulted in a striking re- 
duction of neonatal deaths. The reason is 
not clear, but it is presumed that the in- 
fant ingests large amounts of amniotic 
fluid which may be regurgitated and as- 
pirated. Most pediatricians accept the 
routine use of antibiotics for infants de- 
livered after certain maternal complica- 
tions such as prolonged labor and prolonged 
rupture of the membranes. 

Any clinical evidence of pulmonary hya- 
line membrane likewise indicates the use 
of antibiotics, since pneumonia is common 
in these infants. Intrauterine asphyxia 
should be avoided wherever possible, and 
extrauterine asphyxia as manifested by 
cyanosis should be immediately treated 
with oxygen. In the absence of cyanosis, 
oxygen is not indicated for the baby 
delivered by cesarean section or for any 
other newborn. If pulmonary hyaline dis- 
ease is suspected, the use of mists appears 
to be indicated. Infants with this condition 
have extremely rapid respiratory rates and 
soon become dehydrated unless adequate 
vapor is present. The addition of detergents 
to the mists is of no value. The time- 
honored custom of placing the infant in an 
incubator with the head lowered should be 
abandoned on both clinical and pathologic 
grounds. The elevation of the head and 
adequate removal of bronchial secretions 
appear preferable. 
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The Viewpoint of the General Practitioner 
CLAUDE MCNEILL, M.D. 


ELKIN 


The obstetric staff of Hugh Chatham Me- 
morial Hospital in Elkin consists of five 
general practitioners. There is no house 
staff, and much of the responsibility for 
the care of the patient during labor rests 
with the nursing staff. Normally one nurse 
is responsible for each division of the ob- 
stetric fioor, but at times, because of the 
shortage of nurses, a single nurse may have 
the responsibility for the patients in labor, 
those in the delivery room, and for the 
nursery. The nursing staff is supplemented 
by licensed practical nurses and nurses’ 
aides. Under these circumstances care of 
the obstetric patient is seldom ideal. All 
cesarean sections are performed by a gen- 
eral surgeon, assisted by the general prac- 
titioner who has conducted the prenatal 
care. A consultation is always required. 
Classic cesarean section is routine. A 
trained nurse anesthetist or a_ physician 
trained in anesthesia is always available 
for the operation. 

The indications for cesarean section con- 
form to standard teaching. Repeat sec- 
tions are the unvarying rule. The proce- 
dure is carried out at calculated term, as 
soon as labor begins, or when the mem- 
branes rupture. The management of rrema- 
ture separation of the placenta is highly 
individualized, and cesarean section is 
chosen when the blood loss is considered 


a threat and the cervix is unfavorable for 
induction. Occasionally the limitation of 
available blood enters into the decision. 
Absence of progress in the presence of a 
posterior position of the occiput, with ade- 
quate uterine contractions, is felt to be a 
sufficient indication for section. Placenta 
praevia is usually treated conservatively, 
with the exception of total praevia, for 
which cesarean section is always _per- 
formed. A prolapsed pulsating cord in the 
presence of incomplete dilatation of the 
cervix is considered an indication for sec- 
tion. Toxemia of pregnancy is occasionally 
managed by cesarean section, although the 
majority of toxemia patients are treated 
medically, and when delivery is indicated, 
labor is induced by repeated intravenous 
injections of Pitocin. 

Compound presentations in the presence 
of incomplete dilatation of the cervix is 
considered an adequate indication for sec- 
tion. Cephalopelvic disproportion is de- 
termined by adequate x-ray studies and 
clinical pelvic measurements, Patients with 
suspected or borderline cephalopelvic dis- 
proportion are permitted to continue in 
labor as long as progress is normal. Age 
in a primipara and uterine inertia are not 
considered indications unless other com- 
plications exist. 


The Viewpoint of the General Surgeon 
W. W. KITCHIN, M.D. 


My purpose on this panel is to present 
the viewpoint of a general surgeon who 
finds it necessary to act as consultant and 
to perform cesarean sections in our com- 
munity. The organization of our hospital is 
quite similar to that outlined by Dr. Mc- 
Neill. Our criteria for cesarean section, 
however, differ considerably from his. As 
the consultant, I make a complete examina- 
tion of the patient before rendering an 
opinion as to the advisability of section. | 
also reserve the right to refuse to do one if 
I feel justified. Many times we surgeons are 


CLINTON 


faced with conditions which the general 
practitioner regards as indications for sec- 
tion. After we examine the patient and dis- 
cuss our views with him, however, he may 
change his mind. Frequently the general 
practitioner is fearful of passing up the 
opportunity to have a section done at the 
best time. On the other hand he may be un- 
der considerable pressure from the patient 
and her family, and require moral support 
from a consultant. 

I think you can all see that it would be 
most difficult if one of our general prac- 
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vaginal delivery was unsafe. Admittedly 
we do not know as much about obstetrics as 
they do. In practice, none of our physicians 


F. BAYARD CARTER, M.D. 
DURHAM 


I think it is absurd to predict, as is 
done in certain metropolitan areas, that we 
should have a cesarean section rate of 7 to 
10 per cent. Many cesarean sections are 
done without justification, and conversely 
some that should have been performed were 
not. 

Concerning the statistics, | am impressed 
with the fact that the cesarean section rate 
is higher in private than in ward patients. 
The usual explanation is that private pa- 
tients are more intelligent and that the 
physicians handling them are more skilled 
and better understand the difficulties that 
may arise. I don’t say that discrepancies 
between private and ward rates necessarily 
imply bad obstetric practice, but I do think 
that such data should be scrutinized. 

At Duke Hospital the private and ward 
rates in the year under study were the 
same. On the private service not a single 
cesarean section was performed on a prim- 
igravida. All the sections done on private 
patients that year were repeat sections. At 
least 30 per cent of the infants in these 
cases might have been delivered vaginally, 
safely and adequately, in my own opinion. 

If the incidence of cesarean section rises 
or continues at its present level, and if 
previous section is considered as an inevit- 
able indication for doing another, the in- 
cidence of this operation will progressively 
increase. A careful evaluation of the repeat 
sections is in order. 

In this connection, it should be pointed 
out that many uterine ruptures from prev- 
ious sections occur prior to labor. 

The problem of uterine inertia is cer- 
tainly open to question. It is my firm con- 
viction that much of the cephalopelvic dis- 
proportion is nothing more than faulty 
labor. I can see no reason to subject a 
woman who has had a pelvic repair to 
cesarean section. 

I firmly believe that too many sections 
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has ever insisted upon a section that | felt 
was not justified. In general the referring 
physician and the consultant have agreed 
with respect to the management of the 
case, 


are done in cases of premature separation 
of the placenta. It profits little to deliver 
premature babies by section only to have 
them die shortly thereafter, nor can I see 
any indication for subjecting the mother to 
the additional hazards associated with 
cesarean section in view of the extremely 
poor prognosis for the infant. 

In conclusion, any consideration of the 
incidence of cesarean section should include 
a comparison of the ward material with 
the private data. It should also include a 
review of all perinatal deaths and a com- 
parison of the results of cesarean section 
with those patients who were not sectioned, 


but who perhaps should have been. 
* * 


FRANK R. LocK, M.D. 
WINSTON-SALEM 


Consultation is usually required prior to 
cesarean section—a fact that some physi- 
cians resent. We should realize that our 
emotional involvement with the obstetric 
patient at times alters our judgment, as it 
would if the patient were one of our own 
family. 

Physicians who practice obstetrics should 
have no reason to consider convenience in 
relation to their work. Repeat and elective 
cesarean sections are often arranged on the 
basis of convenience. The only virtue in 
performing elective cesarean section on the 
basis of a due date is to provide a time 
which will not disturb the nursing and 
operating room staffs, or interrupt the phy- 
sician’s schedule. It is, therefore, not re- 
markable that the incidence of prematurity 
is extremely high. The attendant neonatal 
mortality could be described as regrettable, 
if not disgraceful. In a vaginal delivery, 
no appreciable attention is paid to the due 
date. As Dr. Carter stated, rupture of the 
uterus following a previous cesarean sec- 
tion may occur at any time from early 
pregnancy right up to the period of ad- 
vanced labor, with many cases occurring 
prior to the onset of labor. There is very 
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little conclusive evidence that labor is a 
particularly important factor. | am con- 
vinced that the preferred time ot eiective 
section in patients who have had prev- 
ious sections is at the onset of labor. We 
have no right to set a time and awide 
by it in pertorming a section. 

It is difficult to evaluate cephalopelvic 
disproportion in the presence of a vreech 
presentation. Although we cannot aliow a 
test of labor to continue until the tetal nead 
enters the pelvis, certainly we can get some 
idea of the course of labor. Conversely, we 
can get some clues as to the presence of 
cephalopelvic disproportion by the course 
and character of labor. Whether or not 
fetal distress is sufficient indication for 
cesurean section is debatable. I am not con- 
vinced of the reliability of any of the signs 
which we consider indications of fetal em- 
barassment. Frequently these signs are 
transient. If they persist, the damage to 
the infant is already done and chances for 
a normal baby by cesarean section are rela- 
tively low. For this reason we have not fol- 
lowed a policy of delivery by cesarean sec- 


tion because of fetal embarrassment. 
* 


ROBERT A. Ross, M.D. 
CHAPEL HILL 


We appear to be much more concerned 
with writing down or labelling indications 
for cesarean section than with the actual 
reasoning involved. How we arrive at the 
decision to do a section is the important 
thing, and that requires a high degree of 
intellectual honesty. 

In the selection of cases, such incidentals 
as tubal ligation must not be taken into 
consideration. During the operation the 
surgeon may feel that while the abdomen is 
open he might as well take out the appen- 
dix. | heard recently of a hospital in which 
appendectomy was done routinely in asso- 
ciation with cesarean section, and [| am 
sure that the maternal mortality death 
which resulted is bound to Christianize the 
thinking of the individual. 

I agree with Dr. Carter and Dr. Lock in 
respect to fetal distress; however, I think 
one must consider the condition of the 
mother herself. In a diabetic mother with 
a rising uric acid and other signs of 
toxemia, both fetal and maternal distress 
exist. In dealing with so-called premature 
separation of the placenta, it should be re- 
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membered that it is extremely difficult, if 
not impossible, to differentiate it from rup- 
ture of the marginal] sinus. Under these cir- 
cumstances many unnecessary operations 
for premature separation of the placenta 
have been and will be carried out. 


Discussion 

Dr. Donnelly: Dr. MeNeill, do you think the 
surgeon-consultant should render an opinion on 
the advisability of cesarean section? 

Dr. MeNeill: We have looked upon our surgeon 
as an excellent adviser and think he should state 
his opinion. 

Dr. Hunter Jones (Charlotte): In reviewing the 
study of the indications for cesarean section, I 
have noted a number of differences between the 
statistics compiled from other North Carolina 
hospitals and those for the Charlotte Memorial 
Hospital. For instance, repeat sections accounted 
for 41 per cent of the sections done in others 
against 31 per cent in ours. Cephalopelvic 
disproportion as an indication accounted for 29 
per cent at Charlotte Memorial—considerably more 
than the 19 per cent reported by the hospitals 
studied. We feel that cesarean section should re- 
place the difficult forceps and traumatic deliveries 
—breech or vertex. These are the major differ- 
ences. At Charlotte Memorial Hospital the cesar- 
ean section rate for the past two years has been 
decreasing, and in 1954 it was 3.6 as compared to 
5.6 in 1952. The preventable fetal deaths at term 
were less than 1 per cent, and difficult operative 
deliveries were slightly over 1 per cent. 

D’Esopo, at Sloane Hospital, proposed that a 
section rate of 6 per cent would reduce the occur- 
ence of traumatic deliveries to 1 per cent or less, 
and keep the fetal deaths to 1 per cent or less. At 
Charlotte Memorial Hospital during a three-year 
period—1953 through 1955—there were a total of 
221 cesarean sections, with an uncorrected fetal 
mortality of 4.2 per cent; corrected for babies at 
term it was zero, The neonatal mortality rate at 
Charlotte Memorial compared favorably with that 
at Johns Hopkins and Margaret Hague Hospitals. 

Dr. James Crowell (Charlotte): There have been 
several articles recently on the use of trial forceps 
in certain cases of cephalopelvic disproportion. We 
have tried this method in some cases at Charlotte 
Hospital. In the event that forceps appear unneces- 
sarily difficult once the blades are applied, a ce- 
sarean section is felt to be indicated. With the use 
of antibiotics and other facilities, the procedure is 
not too dangerous from the maternal viewpoint. 

Dr. Carter: One point which has not been dis- 
cussed is the maternal mortality. In one report 
which showed an extremely conservative approach 
to cesarean section, the maternal mortality was 2 
per cent—an appreciable rate in obstetrics. One 
other thing I deplore represents a lost art in ob- 
stetrics. For instance, given a patient (para vi), 
who is completely dilated, with membranes intact, 
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and with a transverse lie and an adequate pelvis, 
some obstetricians would automatically perform a 
cesarean section. Certainly, if we have adequate 
anesthesia and any obstetric skill, there is no more 
danger in a version performed by a competent 
operator than in a cesarean section done by some- 
one who is incompetent. I am also deadly opposed 
to the routine administration of shotgun antibio- 
ties, either to mother or baby. There is nothing 
wrong with the operation of cesarean section; what 
is wrong is the indications for which it is used. 


Dr, Kitchin: I would like to present an actual 
case for discussion. The patient was para ii; both 
pregnancies had been normal, as was the prenatal 
course until two weeks before the estimated date 
of confinement, The patient then began to have 
pain and vaginal bleeding. She was brought to the 
hospital bleeding profusely; the blood pressure was 
100, and there was some respiratory distress. Blood 
was infused rapidly, and shortly thereafter a ce- 
sarean section was performed. 


Dr. Lock: I think that bleeding of that degree 
should always be watched. It presents a problem 
which must be met in one way or another. The size 
of the fetus and the amount of available blood for 
immediate use should be taken into consideration. 
A vaginal examination should be carried out to 
determine the cause of the bleeding. For instance, 
a partial placenta praevia might indicate simple 
rupture of the membranes, 


Dr. James Lounsbury (Wilmington): | am a 
little horrified to learn that uterine inertia was con- 
sidered an indication for cesarean section in 4 per 
cent of the patients. What has happened to our 
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ability to rest and hydrate these patients? 

Dr. Ross. Dr. Marchetti has stated that uterine 
inertia is the most common indication for cesarean 
section. 

Dr. Rathbun: Dr, Lock pointed out that you can 
tell something about cephalopelvic disproportion in 
breech presentations by the character of the labor. 
I think that quite often unsatisfactory labor is the 
result of a relative disproportion. I would like to 
say also that a physician who can do a good ver- 
sion can probably also do a good cesarean section. 
Unless the physician is absolutely sure that he 
can do a good version, it is extremely dangerous 
from the standpoint of both mother and _ child, 
for him to do one. 

Dr. Carter: I agree completely, but I think a 
cesarean section is also dangerous. Good medical 
practice is predicated on a man’s conscience, Every 
doctor knows what he is trained to do and what 
he is not trained to do. Evaluation of a patient is 
purely a matter of conscience and experience. I 
would not criticize anybody for doing a cesarean 
section for an occiput posterior at the inlet; I 
would not condemn anybody for doing three or four 
sections out of 15 cases of transverse lie; but I 
would question his competency if he does 15 ce- 
sarean sections in an equal number of cases. 

Dr. Rathbun: In conclusion I want to say a word 
about the mother’s health. Easy labor may well 
damage pelvic tissue as much or more than some 
hard labors. The patient subjected to cesarean sec- 
tion is much sicker postoperatively. I am not con- 
vinced that we are doing the mothers a favor by 
shortening or eliminating labor by means of ce- 
sarean section, 


In the practice of medicine there are 
relatively few emergencies in which every 
hour of delay is of great importance to the 
patient’s welfare. Acute arterial occlusion 
is such an emergency. Frequently it is not 
so much the patient’s life which is at stake, 
as it is the function of the involved ex- 
tremity. It is important that every physi- 
cian have a previously planned program of 
treatment which may be instituted immed- 
iately. 


Etiology 
There are two principal causes of acute 
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Acute Peripheral Arterial Occlusion 
JOHN M. DouG.Las, M.D. 
CHARLOTTE 


arterial occlusion: arterial embolism and 


arterial thrombosis. 
Arterial embolism 


In the majority of cases the source of 
the embolus is intracardiac. In 80 to 90 
per cent auricular fibrillation is present. 
Auricular fibrillation is most commonly as- 
sociated with chronic rheumatic endocard- 
itis or coronary arteriosclerotic heart dis- 
ease. A thrombus may form on the 
endocardium at the site of an acute myo- 
cardial infarction or in a heart failing 
from any cause. Emboli may be detached 
from the mitral and aortic valves in cases 
of acute and subacute bacterial valvulitis. 
Less commonly, an embolus may arise from 
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a thrombus which had occurred in an aortic 
aneurysm, on an atherosclerotic plaque, or 
on an area of inflammation of the arterial 
wall, These emboli may occasionally be in- 
itiated by varying degrees of trauma. Very 
infrequently the embolus may arise from 
a thrombus in a vein and reach the peri- 
pheral artery through an interauricular or 
interventricular septal! Emboli 
may rarely be composed of tumor cells‘*’. 
Arterial thrombosis 

Acute thrombosis most frequently occurs 
at the site of previous arterial damage in 
arteriosclerosis obliterans and Buerger’s 
disease. A thrombus may form secondary 
to injury of an artery in cases of cervical 
rib and scalenus anticus syndrome or result 
from external trauma. It is also found in 
association with other conditions such as 
polycythemia vera, severe debilitating or 
infectious diseases, heart failure, postop- 
erative states, and thrombophilia‘’. Oc- 
casionally the thrombosis may be of unde- 
termined origin. In the majority of these 
conditions there is some previous damage 
to the vessel wall, a slowing of the blood 
flow, or an increase in the cellular com- 
ponent of the blood. 

In a few instances the arterial obstruc- 
tion may be due to surgical ligation or the 
traumatic division of an artery. 


Symptoms 

Pain is usually the first symptom of an 
acute occlusion. It is often located at the 
site of the occlusion, and may promptly 
spread distally. In a minority of cases the 
pain develops hours later, and is frequently 
a persistent deep ache, Less commonly than 
pain, sudden numbness and coldness may 
be the initial symptoms. The patient may 
also complain of tingling, pallor, and weak- 
ness of the extremity. 

In a study of 240 cases of arterial em- 
bolus, Haimonici'’ found a sudden onset 
in 195 (81 per cent). Of these, 59 per cent 
had a sudden onset of pain, and 22 per 
cent a sudden onset of numbness and cold- 
ness without initial pain. A progressive on- 
set was noted in 28 of these cases (11.7 
per cent). 


Examination 
On physical examination the extremity 
is cold and very pale. Often the distal por- 
tion may present a mottled appearance, 
with dusky blotching. Arterial pulsations 
are absent below the site of obstruction. 
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Changes in the arterial pulsations may be 
noted both by palpation of the artery and 
by oscillometric readings. The peripheral 
veins are collapsed and there is no edema. 
The extremity is frequently weak, and 
there may be loss of sensation and reflex 
activity. Some tenderness may develop over 
the site of obstruction, usually several 
hours after the occlusion has occurred. 


Diagnosis 


An important factor in the diagnosis of 
acute arterial occlusion is the physician's 
constant awareness of this possibility in 
any patient complaining of pain, numbness, 
and coldness in an extremity. If the onset 
is sudden and the classic findings are pres- 
ent, diagnosis should not be difficult. The 
presence of heart disease, especially with 
auricular fibrillation, or of chronic arterial 
vascular disease should focus attention on 
the possibility of acute occlusion. It is those 
cases in which the onset is rather gradual 
and the symptoms are unusual that present 
a diagnostic problem. 

Acute thrombophlebitis is the most com- 
mon condition which must be distinguished 
from an acute arterial occlusion. Edema, 
distended veins, normal or slightly in- 
creased skin temperature, and_ palpable 
arterial pulsation are usually seen in as- 
sociation with acute _ thrombophlebitis. 
However, severe arterial spasm with an 
absence of arterial pulsations may be as- 
sociated with acute thrombophlebitis. 
Usually this spasm is rather temporary, 
but occasionally it may be quite difficult to 
exclude an acute arterial occlusion when 
the patient is first seen. 

It is often impossible to distinguish an 
acute occlusion due to an embolus from an 
acute thrombosis of the artery. In general, 
in cases of acute thrombosis there is a his- 
tory of peripheral vascular disease, pro- 
dromal pains occur several hours before 
the acute symptoms appear, and the initial 
symptoms may not be dramatic. On the 
other hand, an embolus is often unannoun- 
ced and the onset is sudden and severe in 
patients with heart disease, especially those 
with auricular fibrillation. The above 
criteria, however, may be seen in both types 
of occlusion, so that a final diagnosis cannot 
be made immediately. 

It is often important also to localize the 
point of occlusion. Emboli usually lodge at 
points of bifurcation of the artery, as the 
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lumen of the vessel becomes smaller at 
these areas. Thrombi also frequently form 
at arterial bifurcations, since the intima is 
often damaged at these points and there is 
a slowing of the blood flow. Occlusions 
usually occur just distal to the point where 
the normal pulsation ceases. The anatomic 
position of some of the peripheral arter- 
ies, however, does not allow one to palpate 
them in their entirety. 

Some idea of the localization of an acute 
arterial occlusion may be obtained by not- 
ing the level at which skin temperature 
changes from low to normal. When the oc- 
clusion is in the popliteal artery, the level 
of temperature change is just above the 
ankle; when the occlusion is at the bifurca- 
tion of the femoral artery the line of de- 
marcation is at the junction of the middle 
and lower third of the thigh; and when 
the iliac artery is occluded, the level is at 
the junction of the middle and upper third 
of the thigh. In arterial occlusions of the 
upper extremity, the level of temperature 
change is several inches distal to the area 
of obstruction. 

The site of the pain may also aid in local- 
izing the occlusion. Obstruction at the 
aortic bifurcation usually produces pain in 
the lower part of the abdomen and thighs, 
with some extension down both legs, often 
more severe in one leg than the other. The 
pain accompanying obstruction of the iliac 
artery is quite similar to that of obstruc- 
tion at the aortic bifurcation, but is uni- 
lateral. Obstruction of the femoral artery 
produces pain in the knee and lower leg, 
often extending into the foot. With poplit- 
eal obstruction, the pain is in the foot and 
ankle. In the upper extremity the pain 
originates several inches distal to the oc- 
clusion and extends into the hand. 

Pathologic Physiology 

When the lumen of an artery is suddenly 
occluded, certain secondary pathologic 
changes which are of considerable import- 
ance in the subsequent clinical course of 
the involved extremity occur. Following an 
acute arterial occlusion, salvage of the limb 
will depend upon the presence of adequate 
collateral circulation. If the occlusion is 
very gradual, adequate collateral circula- 
tion may have time to develop over a period 
of weeks or months. 

Following the sudden occlusion of a large 
artery marked vasospasm of the artery 
distal to the point of obstruction, as well 
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as vasospasm of many or all of the col- 
lateral arteries and even arterioles, often 
occurs. This arterial spasm greatly in- 
creases the degree of ischemia in the limb. 
Occasionally the arterial spasm may extend 
for some distance proximal to the obstruc- 
tion. 

Shortly after the acute occlusion, sec- 
ondary thrombi may form in the artery 
distal to the obstruction and also in the 
collateral arteries. In some instances the 
clot is propagated proximally from the site 
of obstruction. These instances of second- 
ary thrombosis are thought to be due to a 
slowing of the blood flow as a result of the 
decreased arterial pressure, as well as to 
an increased tendency of the blood to co- 
agulate. In addition, the cells of the intima 
are damaged by the ischemia, thus facili- 
tating the formation of secondary thrombi. 
The formation of these thrombi undoubt- 
edly plays a major role in the development 
of gangrene. 

Clinical Course 

The clinical course of an acute arterial 
occlusion varies according to the degree 
that the circulation to the extremity is 
preserved or restored. (1) There may be a 
severe ischemia of the affected limb with 
death of the patient as the result of some 
underlying disease process; (2) the cir- 
culation may be inadequate and gangrene 
may develop, necessitating amputation at a 
later date; (3) recovery may be incomplete, 
with residual signs and symptoms of ar- 
terial insufficiency of varying degrees; (4) 
the arterial function may so improve that 
no residual clinical evidence of arterial in- 
sufficiency remains. The prognosis for acute 
arterial occlusion of an arm is better than 
when the occlusion is in a leg. Although 
gangrene of an upper extremity is uncom- 
mon, it may occur. 

In a report of 100 cases of acute arter- 
ial occlusion, McKechnic and Allen‘), in 
1936, found that gangrene occurred in 
about 50 per cent of the cases. Since then, 
with improvements in treatment, the cir- 
culation has been restored in about 85 per 
cent of cases treated early, and in about 
40 per cent of cases in which treatment 
was started 24 or more hours after the 
occlusion’, Haimanici’) found the inci- 
dence of gangrene to be much higher in 
cases that were treated late or not at all. 
In the past few years, the combination of 
early embolectomy plus heparin therapy 
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has effected a salvage of 60 to 90 per cent 
of limbs", 
Treatment 


The goal of the treatment of acute arterial 
occlusion is to restore adequate, if not nor- 
mal, circulation to the involved extremity 
as promptly and completely as _ possible. 
Any delay in starting treatment jeopar- 
dizes the salvage of the extremity. Every 
effort should be made to relieve the vaso- 
spasm and to prevent the formation of 
additional thrombi in the distal arteries. 

Opiates should be given immediately to 
relieve the pain or discomfort, and the pa- 
tient hospitalized as soon as possible. 

The ischemic tissues are much less tol- 
erunt to heat than are normal tissues. The 
application of a hot water bottle or heating 
pad to the cold ischemic extremity is dan- 
gerous and should never be done, The care- 
less use of excessive external heat will 
cause extensive destruction of tissue. 

The extremity must not be elevated, but 
instead should remain level or slightly de- 
pendent, thus allowing the force of gravity 
to aid the flow of arterial blood. A bandage 
applied loosely to the involved extremity 
will protect it from trauma. Thick and 
loosely fitting socks may be used effectively. 
Relief of vasospasm 

Various drugs and procedures have been 
found useful in abolishing arterial vaso- 
spasm. Though not effective in every case, 
they certainly should be given a trial. Many 
observers have found that the immediate 
intravenous administration of one grain of 
papaverine hydrochloride will promptly re- 
lieve the arteriospasm. This dose may be re- 
peated every two to four hours as needed, 
Warren and Linton’ felt that the thera- 
peutic benefit are disappointing. Allen‘® 
and associates believed that improvement of 
the circulation will be immediate or not at 
all, 

Priscoline also has a vasodilating effect, 
and may be given intravenously in doses of 
25 to 50 mg. Beneficial results may not al- 
ways be observed. The relief of vasospasm 
is often quicker and more effective if pris- 
coline and papaverine hydrochloride are 
injected intra-arterially. After the vaso- 
spasm has been relieved, maintenance ther- 
apy may be continued by the intramuscular 
route. 

The interruption of sympathetic nerve 
impulses to the arteries is also effective in 
relaxing vasospasm. 
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As soon as possible a sympathetic nerve 
block of the involved extremity should be 
done, and the extremity carefully watched 
for evidence of increase in the skin tem- 
perature, improvement of the color, and 
possible return of the arterial pulsations. 
If the spasm is relieved, the patient may 
notice a sensation of warmth and a de- 
crease of the pain and numbness of the 
extremity. Since the effects of the block 
may not become apparent for 15 or 30 
minutes, one should continue to observe the 
patient. If the sympathetic block is effec- 
tive, it may be repeated whenever neces- 
sary, and one of the longer lasting local 
anesthetics may be used. 


Alcohol given by mouth or intravenously 
as a 5 per cent solution in glucose and 
water has a vasodilating effect and will 
frequently decrease the vasospasm as wel! 
as improve the patient’s sense of well be- 
ing. In my experience the intravenous 
route is more effective. Both methods of 
administration may be used simultaneously. 


Increasing the room temperature to 85 
or 90 F., applying warm packs to the body, 
and immersing the uninvolved extremities 
in warm water will encourage peripheral 
arterial vasodilation. 


Anticoagulant therapy 


Immediate anticoagulant therapy is nec- 
essary to prevent the propagation of the 
clot and the formation of thrombi distal to 
the occlusion and in the collateral circula- 
tion. Fifty to 75 mg. of heparin given in- 
travenously will rapidly increase the coag- 
ulation time. This dose should be admin- 
istered promptly and repeated every four 
hours, attempting to keep the coagulation 
time between 15 and 20 minutes. Following 
the initial intravenous dose, heparin may 
be administered by the subcutaneous or the 
intramuscular route. Maintenance therapy 
has been continued by using heparin in a 
vehicle causing slow absorption, such as a 
daily injection of 200 to 300 mg. of Depo- 
Heparin. Engelberg’’’ has recently found 
that 150 to 200 mg. of aqueous heparin giv- 
en subcutaneously or 300 to 400 mg. given 
every 24 hours will maintain the desired 
anticoagulant effect. In the event of bleed- 
ing or immediate surgery, the coagulation 
time may be promptly returned to normal 
by the intravenous injection of 50. mg. of 
protamine, 

For long-term anticoagulant therapy 
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Dicumarol has many advantages over he- 
parin. If no immediate surgery is to be 
performed, the two agents may be started 
together. The heparin will give the pa- 
tient prompt anticoagulation, while the 
Dicumaro] is effecting a decrease in the 
prothrombin activity. When the prothrom- 
bin time reaches therapeutic levels, the 
heparin is discontinued. If gangrene de- 
velops, it is advisable to continue the Di- 
cumarol until a few days prior to amputa- 
tion. 

While the patient is on some form of an- 
ticoagulant therapy there is a risk of 
retroperitoneal hemorrhage following a 
sympathetic block. Pratt''’’ reported that 
he performed 2,100 sympathetic nerve 
blocks on patients receiving anticoagulant 
therapy without a single incidence of post- 
block bleeding. De Takats'**) recommends 
the immediate administration of heparin 
and papaverine; and if the limb does not 
respond favorably, a sympathetic block is 
done. No mention is made of any risk of 
bleeding following the block; however, the 
possibility should be kept in mind. It would 
be safer to perform the block before hep- 
arin is started or three to four hours after 
it has been administered. 


Embolectomy 


The immediate surgical treatment of an 
acute arterial occlusion should be restricted 
to cases of arterial emboli. In cases of ar- 
terial thrombosis the vessel wall is fre- 
quently so severely damaged that a success- 
ful reopening of the lumen is impossible; 
and even if the thrombus is removed, it 
usually recurs very quickly. In certain 
selected cases, however, the recent ad- 
vances in the use of arterial grafts may 
offer some promise. 

If the circulation of the involved ex- 
tremity does not show prompt improve- 
ment under the foregoing therapy, embolec- 
tomy should be considered provided the 
patient’s condition permits it. Recent re- 
ports of embolectomy combined with an- 
ticoagulant therapy have been encouraging. 
In general, embolectomy offers the great- 
est promise of benefit when: (1) the pro- 
cedure is done within 10 to 12 hours after 
the onset of the occlusion; (2) the embolus 
is in the lower part of the aorta, the iliac, 
the femoral or the subclavian artery; (3) 
the patient is not moribund from some 
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other disease; (4) underlying disease of 
the arterial tree is minimal. 

Following embolectomy, all the proce- 
dures to prevent arterial spasm and throm- 
bi formation should be continued. Adequate 
circulation may be restored and the pa- 
tient may progress to a good recovery. Un- 
fortunately, in spite of embolectomy com- 
bined with the other forms of treatment, 
gangrene may result from formation of a 
thrombus at the suture line, thrombi in the 
distal arterial segments, or extensive tis- 
sue damage from external heat. In those 
cases amputation will be necessary. 

Illustrative Cases 
Case 1 

The patient, a 55 year old woman with mitral 
stenosis and auricular fibrillation, had had a 
postpartum thrombophlebitis of the right leg about 
30 years ago. Nine months previously she had 
had an episode of pain and coldness of the right 
leg lasting several days. Apparently she recov- 
ered without sequellae. About 12 hours before I 
first saw the patient, she had a sudden onset of 
pain and coldness in the right foot and calf. From 
the right knee down to the toes the leg was pale 
and cold. No arterial pulsations were felt below 
the right femoral artery. The left leg was nor- 
mal, The patient refused hospitalization. She was 
treated at home with Priscoline and alcohol given 
by mouth. On the following day, September 25, 
1951, she requested hospitalization because the 
pain was still present, although less severe. The 
examination was essentially unchanged. She was 
kept in a warm room and treated with Dicumarol, 
Priscoline, and alcohol given by mouth, On the 
second hospital day she had a sudden onset of 
numbness and coldness in both feet, followed in 
several hours by a deep aching pain in both calves 
and feet. Both legs were cold and pale from the 
knees to the toes. No arterial pulsations were felt 
in the right leg, and only the femoral pulsation 
was present in the left leg. An immediate bilateral 
lumbar sympathetic block was done, resulting in 
some increase in the temperature of the whole left 
leg. The right leg remained unchanged, Twelve hours 
later both legs were warmer, and the right femoral 
pulsation had returned to normal. She continued to 
receive Dicumarol, Priscoline, and aleohol by 
mouth. It was felt that the temporary absence of 
the right femoral pulsation was due either to ar- 
terial spasm proximal to the occlusion, or to move- 
ment of the embolus distally in the femoral artery. 
The patient continued to improve, and at the time 
of discharge both feet were warm and normal in 
color, but no arterial pulsations were felt below 
each femoral artery. Three years later there were 
no clinical symptoms of arterial insufficiency, but 
the patient walked very little. 

Diagnosis: Acute arterial emboli to the right and 
left popliteal arteries and possibly the right fe- 
moral] artery. 
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Case 2 

For two years the patient, a 58 year old man, 
had noted intermittent claudication pains in the 
left thigh, hip, and calf. His general health had 
been good otherwise. On May 18, 1952, there was 
an abrupt onset of pain in the left hip, thigh and 
calf, lasting about 30 minutes and then rather 
quickly disappearing. During the next 12 hours 
he felt normal. The severe pain then suddenly re- 
curred and persisted, He also noted a sensation 
of numbness in the left thigh, calf, and foot. He 
was hospitalized about two hours after the pain 
began. An electrocardiogram was normal. The 
right foot and leg were normal. The left leg was 
cold and pale from the knee to the toes, and the 
superficial veins were collapsed. The left femoral, 
popliteal, posterior tibial, and pedis dorsalis pulsa- 
tions were absent. 

A left lumbar sympathetic block was done, with 
some improvement of the color and temperature 
of the leg. In addition, the patient was given 
papaverine hydrochloride and alcohol intraven- 
ously, and Depo-Heparin. The leg continued to 
improve. This treatment was continued and Di- 
cumarol started. The Depo-Heparin was discon- 
tinued when the prothrombin activity was re- 
duced to 25 per cent of normal. The left leg and 
foot remained normal, but the arterial pulsations 
did not return. On the twenty-fifth day a left 
paravertebral sympathetic ganglionectomy was 
done. At operation the aorta was observed to be 
moderately sclerotic. There was a complete oc- 


clusion of the origin of the left iliac artery. Sub- 
sequently, the left leg tired more easily than the 
right. In March, 1952, the return of the left pedis 
dorsalis pulsations was noted, and in April the 
left posterior tibial pulsations returned. 
Diagnosis: Thrombosis of the left iliac artery. 


Case 3 

The patient, a 72 year old woman, was known 
to have had hypertension and coronary arterio- 
sclerotic heart disease with auricular fibrillation. 
In spite of this, her general health was fairly 
good. The peripheral arterial pulsations were prev- 
jously observed to be normal. On October 6, 1952, 
there was a sudden onset of severe pain in the 
left knee, aching in the left calf, and weakness of 
the lower part of the left leg. The blood pressure 
was 210 systolic, 90 diastolic. The heart rhythm was 
totally irregular, and the lungs were clear, The 
arterial pulsations, color, and temperature of the 
right leg were normal. The left leg was cool and 
pale from the upper thigh to the toes. The pedis 
dorsalis, posterior tibial, popliteal, and femoral 
arterial pulsations on the left were absent, but 
a strong pulsation was felt just above Poupart’s 
ligament. 

Papaverine hydrocholoride was given intraven- 
ously, and a left lumbar sympathetic block was 
done, The left thigh became warm to the knee, 
but no other changes were noted. About five 
hours after the onset of pain an embolus was re- 
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moved from the bifurcation of the left femoral 
artery, which anatomically was just above Pou- 
part’s ligament. Postoperatively the patient was 
given heparin, Dicumarol, papaverine hydrochlor- 
ide intravenously, and 5 per cent alcoho! in glucose 
and water. The room temberature was kept at 
85 F. The leg became warmer down to the mid- 
calf, and the color returned to normal. At the time 
of discharge from the hospital there were no 
symptoms of arterial insufficiency of the left leg. 

Diagnosis: Acute arterial embolus of the left 
femoral artery. 


Case 4 

A 64 year old woman was admitted to the hos- 
pital on December 19, 1954, in a mentally con- 
fused state, complaining of pleuritic left antero- 
lateral pain in the chest. There was no history of 
any cardiovascular disease. Her general state of 
nutrition was poor. The peripheral) arterial pulsa- 
tions were normal, On the third hospital day the 
heart rhythm changed from normal sinus to auric- 
ular fibrillation. The electrocardiogram suggested 
an acute anterior myocardial infarction. 

On the morning of the fourth hospital day, the 
patient complained that the right forearm and 
hand had been cold, numb and aching for about 
four hours. The right hand and forearm were cold 
and pale, and no arterial pulsations were felt be- 
yond the right subclavian artery. Her treatment 
consisted of slow intravenous injection of 5 per 
cent alcohol in glucose and water, elixir of Ronia- 
col, and continuation of the Dicumarol. She was 
examined on several occasions by a surgical con- 
sultant. It was decided that, because of the pa- 
tient’s critical condition and seeming improvement 
of the arm, no immediate surgical treatment of 
the arterial occlusion would be necessary. 

The arm did fairly well for the next two days. 
The patient then grew worse, became comatose, 
and the right hand and arm became very cold and 
mottled. At this time the right leg, which prev- 
iously had been normal, was discovered to be 
cold and mottled in appearance, and no arterial 
pulsations were felt below the right femoral ar- 
tery. Several hours later she died. 

A postmortum examination revealed an anterior 
myocardial! infarction with a large mural throm- 
bus, an embolus occluding the third part of the 
right subclavian artery, and an embolus of the 
right femoral artery 7 cm. below the bifurcation. 

Diagnosis: Acute arterial emboli of the right 
subclavian and right femoral arteries. 


Case 5 

For several years the patient, a 68 year old 
woman, had had coronary arteriosclerotic heart 
disease with auricular fibrillation. For four months 
she had complained of intermittant claudication 
pains in both feet and calves, gradually becoming 
worse. In the evening of January 17, 1955, she 
experienced a sudden, severe, vice-like pain in the 
region of the right foot. She noted that the foot 
was cold and pale. The pain subsided in the next 
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two or three hours, but the numbness persisted. 
At this time I talked by telephone with the patient, 
who lived in another town, and recommended im- 
mediate hospitalization, but she preferred to re- 
main at home. During the next 15 hours severe 
pain recurred in the same area of the right leg 
several times, and the patient was _ hospitalized. 
The blood pressure was 130 systolic, 80 diastolic. 
An electrocardiogram showed auricular fibrilla- 
tion. Both feet were cold, the right more than 
the left. The right foot and ankle were very pale; 
the color of the left foot was normal. The femoral 
arterial pulsations were normal, but the popliteal, 
posterior tibial, and pedis dorsalis pulsations were 
absent bilaterally. She was placed in a warm room 
and treated with Dicumarol, alcohol given orally 
and intravenously, and elixir of Roniacol. The 
foot slowly became warmer and the color improved. 
The pain was much less, but the ankle ached 
after walking a few steps. Three weeks after the 
onset a right lumbar paravertebral parasympa- 
thetic ganglionectomy was done, resulting in fur- 
ther improvement of the right foot and leg. 

Diagnosis: Acute occlusion of the right popli- 
teal artery probably secondary to a thrombosis. 
Case 6 

For one year the patient, a 46 year old man, 
had noted intermittent claudication pains in the 
left calf. On August 15, 1955, he had a sudden 
onset of severe pain in the calf of the right leg 
and numbness and coldness of the right foot 
After about 30 minutes the pain disappeared, but 
recurred when the patient walked only a few 
steps. The foot remained pale and cold. On Aug- 
ust 17, 1955, the patient was hospitalized and I 
saw him in consultation. The blood pressure was 
142 systolic, 82 diastolic. The electrocardiogram 
was normal. The left leg was normal and the 
foot cool. The right leg was cool up to the mid- 
calf; the foot was very pale and cold, The arterial 
pulsations of the left leg were normal, The pul- 
sations were absent on the right below the femor- 
al, which was normal. A right lumbar sympathetic 
block brought only slight improvement. 

The patient was treated with alcohol, given in- 
travenously and orally, Priscoline, and nitrogly- 
cerine, and was kept in a warm room, During and 
following the intravenous administration of al- 
cohol, the right foot became warmer and pinker, 
and the patient stated that it felt more comfort- 
able. At the time of discharge he was able to walk 
about 150 feet without discomfort, but evidence 
of much vasospasm of the right foot persisted. 

Diagnosis: Acute thrombosis of the right pop- 
liteal artery, probably secondary to arteriosclero- 
sis obliterans. 
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Summary 


An acute aterial occlusion is an 
gency which requires prompt diagnosis and 
treatment. The principal causes are arter- 
ial thrombosis and arterial emboli. 

The importance of the collateral circu- 
lation and of the secondary arterial spasms 
and thrombi in the distal and collateral ar- 
teries have been discussed. The immediate 
treatment should be directed toward re- 
storing adequate circulation in the involved 
extremity, relieving the vasospasm, and 
preventing secondary thrombosis. The haz- 
ards of further damage to tissues by the 
local application of external heat must be 
constantly kept in mind. 

If adequate circulation is not promptly 
restored to the extremity by nonsurgical 
methods, an immediate embolectomy should 
be considered, The surgical results in cases 


emer- 


of an acute arterial thrombosis are not 
good. 
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During the last 20 years the variety and 
scope of surgery offered to the patient have 
increased considerably. Longer and more 
extensive operations performed on ever 
widening age groups have multipled the 
responsibilities of the anesthesiologist. More 
frequently he is being confronted by pa- 
tients labeled, “poor risk,” whom it is be- 
lieved surgery will benefit. 


Circumstances Contributing to Surgical Risk 


What constitutes a poor risk patient? At 
best the term is relative, depending to some 
extent on the skill and experience of the 
operating room team, but much more 
on the physiologic deviations from normal 
exhibited by the patient. The hazard of 
surgery and anesthesia to the patient may 
be greater than average under the following 
circumstances. 


Shock 

Hemorrhagic shock definitely increases 
the risk to the patient. The danger is mul- 
tiplied many times if the patient is rushed 
to the operating room without careful eval- 
uation. If at all feasible, and such is usual- 
ly the case, efforts should be made by mul- 
tiple transfusions to relieve the shock or 
improve the patient’s condition before sur- 
gery is attempted. Good emergency surgery 
is controlled emergency surgery. 

Neurogenic shock may develop following 
trauma which is associated with severe 
pain. If gross hemorrhage can be ruled out, 
relief of pain with narcotics or properly 
administered general or even spinal anes- 
thesia will benefit the patient. Again care- 
ful evaluation is necessary. 

Occasionally patients on arriving in the 
operating room will exhibit a waxen pallor, 
cold, clammy extremities, and slow but reg- 
ular respirations. Blood pressure will be at 
shock levels and pulse will be rapid and 
thready. Usually this shock-like state is 
the result of a relative overdosage of pre- 
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operative drugs. In such instances surgery 
should be postponed to another day and 
premedication modified. 


General debility 

General debility is perhaps a catch-al! 
phrase, but it refers specifically to the pa- 
tient who has had a lingering illness, usual- 
ly neoplastic in etiology, which has been 
associated with marked and _ persistent 
weight loss. Frequently these patients are 
in the older age group. Their appetite is 
poor, or their pathologic condition has pre- 
vented proper assimilation of ingested food. 
Usually they have a negative nitrogen bal- 
ance which is associated with electrolytic 
changes. 

Perhaps most important of all from the 
anesthetic and surgical standpoint is the 
decrease in blood volume seen in these pa- 
tients. This deficiency is difficult to 
measure, except by dye or radioisotopic 
techniques, and is not reflected in the red 
blood cell count, or hemoglobin and hemato- 
crit estimations. A reduced blood volume 
lowers the ability of the patient to resist 
anesthetic or surgical stress during opera- 
tion. 

In such patients dehydration and electro- 
lyte imbalance should be corrected by 
proper fluid therapy. Adequate blood vol- 
ume can be restored by giving one or sev- 
eral pints of blood in the preoperative per- 
iod. These measures help to improve the 
surgical risk of the patient. 


Cardiovascular disease 

Generalized arteriosclerosis and hyper- 
tensive cardiovascular disease are common 
in geriatric patients coming to surgery. 
With the proper application of modern 
anesthetic techniques such conditions, if 
uncomplicated, do not increase the opera- 
tive hazard. However, if the patient has 
suffered recently from cardiac decompen- 
sation or failure, or has a diminished card- 
iac reserve, the risk may be greater. A 
careful history of the physical capabilities 
of these patients is of inestimable value. 
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A review of their day to day activities oft- 
en will indicate whether the strain and 
stress of operative interference can be with- 
stood with relative safety. Semi-invalid- 
ism increases the hazard considerably, 
whereas ability to lead a semi-active life is 
reassuring. The administration of digitalis 
compounds or quinidine should be limited 
to those patients in whom such therapy is 
indicated specifically. When such medica- 
tion is given, time should be allowed for the 
establishment of a proper maintenance dose 
before operation is undertaken. Overdigi- 
talization can complicate seriously the op- 
erative and postoperative course by in- 
creasing cardiac vagal tone and prolonging 
the auriculoventricular conduction time. 
Patients coming to surgery for correc- 
tion of mitral or pulmonary valvular sten- 
osis present particular anesthetic prob- 
lems. Preoperatively, it is important to 
avoid overdigitalization and produce rela- 
tive dehydration by limiting fluids and ad- 
ministering diuretics when indicated. 


Pulmonary disease 

Diseases which interfere with or dimin- 
ish alveolar exchange of oxygen and car- 
bon dioxide increase the operative risk. Pul- 


monary fibrosis and emphysema, bronchiec- 
tasis, and severe asthma are conditions 
which alert the anesthesiologist. If a 
thoracotomy is to be performed, the risk to 
the patient and the responsibilities of the 
anesthetist become correspondingly greater. 
Measurements of vital capacity, maximum 
breathing capacity, and arterial oxygen 
saturation are useful properatively, but im- 
possible to carry out in routine practice. 
Again a knowledge of what the patient is 
able to do from day to day is a_ useful 
guide to his respiratory reserve. In such 
patients it is important to add extra oxygen 
to the inhaled gases during anesthesia and 
to avoid using drugs which depress respir- 
ation unless the anesthetist is prepared and 
able to assist or control the tidal exchange. 
During intrathoracic operations the anes- 
thetist must actively assist or control res- 
piratory exchange. In the postoperative 
period patients with respiratory insuffi- 
ciency must be watched most assiduously. 
If secretions are abundant and the patient 
shows little initiative to cough, serious con- 
sideration should be given to performing a 
tracheotomy. This procedure reduces dead 
space, thus improving alveolar ventilation, 


and allows frequent, thorough aspiration of 
the tracheobronchial tree with relative ease. 
Advanced liver or kidney disease 

The operative risk in patients with ad- 
vanced liver or kidney disease is increased, 
but can be minimized by avoiding the use 
of drugs which are metabolized in the liver 
or excreted largely by way of the kidney, 

Choice of Anesthesia 

There are no hard and fast rules con- 
cerning the choice of anesthesia for the 
poor risk patient. Each case must be con- 
sidered as an individual problem, and the 
anesthetist must choose the type of anes- 
thesia which he believes he can administer 
to the best advantage under the circum- 
stances. Certain general principles emerge 
which are more or less common to all cases: 


Oxygenation 


The commonest cause of sudden death or 
cardiac arrest in the operating room is 
anoxia. In poor risk patients the allowable 
margin of oxygen lack is much less, both 
in degree and duration, than in the good 
risk patient, Provision of adequate oxygen- 
ation involves not only the smooth transfer 
of oxygen across the alveolar membranes 
into the blood stream, but also the trans- 
port of that oxygen to vital tissues. Avoid- 
ance of hypoxia is essential, and can be 
achieved only by supplying an excess of 
oxygen in the inhaled gases, maintaining 
good tidal exchange of air with each res- 
piration and preserving a blood pressure 
or cardiac output which is “normal” for 
the patient concerned. A patient who is 
hypertensive preoperatively undergoes less 
risk if his blood pressure is maintained at 
high levels during and after operation. A 
reduction in the main arterial pressure re- 
duces the minute flow of blood and there- 
fore the delivery of oxygen to the cerebral 
and coronary vessels, 

Preservation of physiologic funetion 

The seriously ill patient is suffering from 
physiologic deviations for which he is at- 
tempting to compensate. During anesthesia 
one must try to preserve or improve the 
pre-existing situation and not interfere 
with any compensating influences. In this 
connection it is worth while to consider the 
relative value of general versus spinal or 
regional analgesia. Nearly all inhalation 
and intravenous drugs disturb metabolic 
function to some extent, the degree of in- 
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terference depending upon the concentra- 
tion in the blood stream. Spinal analgesia 
is much less likely to upset metabolic pro- 
cesses, If the site of operation is below 
the rib margin and the patient is not in 
frank or potential hemorrhagic shock, sub- 
arachnoid block may be of less risk to the 
patient. Continuous spinal analgesia _re- 
duces the risk even more, because small 
doses of the local anesthetic drug may be 
given initially and repeated as required. 
If hypotension is feared following the spin- 
al anesthesia, it is wise to have ready a 
vasopressor solution (Neo-Synephrine, 10 
mg. in 500 cc. of fluid, or Levophed, 4 mg. 
in 1,000 ce.) which can be given as a con- 
tinuous intravenous drip. 

In the critical patient serious considera- 
tion can be given to the use of regional or 
local analgesia, or a combination of both. 
For abdominal surgery bilateral intercostal 
block is very useful, and can be combined 
with a light inhalation anesthesia. Abdom- 
inal field blocks also add little to the pa- 
tient risk. 

Toxic effects of drugs 

The critically ill patient, or the patient 
in shock, is already half-anesthetized. Much 
smaller concentrations of drugs are re- 
quired to produce satisfactory anesthesia 
than in the good risk patient. The intraven- 
ous ultrashort-acting barbiturates must be 
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Fig. 2 Roentgenogram of chest showing large 
cyst in right pleural cavity. 


used with great discretion. With the pa- 
tient in frank shock, they are best omitted 
entirely. Pentothal sodium produces not 
only central respiratory depression, but al- 
so a myocardial depression which may in- 
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duce a critical hypotension. Nitrous oxide 


or ethylene in association with adequate 
oxygen and low concentrations of ether 
may prove satisfactory. The concentrations 
of ether must be watched carefully, as this 
drug can produce a dangerous peripheral 
vasodilatation and direct cardiac depression 
in addition to its hepatotoxic manifesta- 
tions. 

In the hands of many anesthetists cyclo- 
propane is the drug of choice in seriously 
ill or shocked patients. Induction of anes- 
thesia is relatively smooth, an abundance 
of oxygen can be given at all times, and 
there is little fear of hypotension unless an 
overdose is given. 

Muscular relaxation, when desired, is 
more safely provided by muscle relaxant 
drugs than by using deeper planes of in- 
halation anesthesia. The short-acting re- 
laxant, succinylcholine, has proven to be 
particularly useful. It produces no deleter- 
ious effects in the poor risk patient, pro- 
viding the anesthetist is prepared to main- 
tain adequate tidal exchange during its per- 
iod of action. 


Adjunctive therapy 

In the poor risk patient, blood can be a 
life-saving nectar. Every attempt should 
be made to maintain the blood volume by 
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replacing blood as it is being lost. Delay in 
replacement should not be tolerated. 

When hypotension occurs, one should es- 
tablish whether it is due to bleeding or 
autonomic imbalance, and proceed 
with therapy. Vasopressor drugs should 
not be used indiscriminately or as a sub- 
stitute for blood. They may be employed 
to tide the patient over an acute emer- 
gency, but otherwise only when there is 
clear evidence of loss of sympathetic tone. 
Occasionally, small doses of anticholinergic 
drugs such as atropine are useful to correct 
a sudden bradycardia and hypotension due 
to potent reflex parasympathetic stimula- 
tion. 

Case Reports 

The following case histories illustrate 
some of the points mentioned above: 
Case 1 

An 84 year old Negro man was admitted with 
history of marked weight loss and anorexia. The 
hemoglobin was 4.5 Gm. and he was judged to be 
critically ill. The blood pressure was 180 systolic, 
90 diastolic; the electrolytes were essentially nor- 
mal, though the patient was markedly dehydrated, 
Over a period of seven days hydration was re- 
established, and 1,200 ce. of serum albumin was 
given, along with 3,000 cc. of blood. Preoperatively 
the hemoglobin was 12.0 Gm. 

The proposed operation was exploratory laparo- 
tomy and gastric resection. This procedure was 
carried out under regional bilateral intercostal 
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Fig. 3 Anesthesia 
record of a 55 year 
old Negro man in 
whom a _ thoractomy 
was performed for ex- 
cision of large cysts 
from the right lung. 
Anesthesia was main- 
tained with Viadril, ni- 
trous oxide and oxy- 
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block and splanchnic block under direct vision 
when the abdomen was opened. A 1 per cent solu- 
tion of Xylocaine in a total dosage of 500 mg. was 
employed for the blocks. The anesthesia lasted sat- 
isfactorily for two and one-quarter hours. Be- 


cause of hypotension which developed shortly after 
initiation of the block, a drip of Levo-Arteronal 
(4 mg. in 1,000 ce.) was employed for a short 
period. The postoperative course was satisfactory, 
but on the ninth day the patient had a sudden 
cerebral accident and died, 


In this critically ill geriatric patient it 
was felt that regional analgesia would up- 
set metabolism less than other possible 
techniques. 


Case 2 

A 66 year old Negro man entered the hospital 
complaining of cough, asthma, and shortness of 
breath on exertion for nine years. He was re- 
jected for surgery twice in 1954 because of elec- 
trocardiographic change indicating anterior wall 
ischemia. Examination showed severe emphysema, 
and roentgen examination disclosed a large cyst 
in the right pleural cavity (fig. 2). Pulmonary 
function tests showed the maximum breathing 
capacity to be 51 per cent of normal (53 liters per 
minute) with a functional residual capacity of 3.95 
liters, The hemoglobin was 13.5 Gm., the blood 
pressure 130 systolic, 70 diastolic, and the elec- 
trolytes were essentially normal. An electrocardio- 
gram showed ventricular premature beats, delayed 
intraventricular conduction, and T-wave changes 
indicating ischemia of the anterior wall. On March 
24, 1955, thoractomy with excision of cysts in the 
right lung was performed, During a four-hour 


Fig. 5. Roentgenogram of lung showing mas- 
sive hemothorax which developed following thorac- 
otomy and lobectomy for tuberculosis (case 3). 


procedure (fig. 3) anesthesia was maintained 
with 1,000 mg. of Viadril, nitrous oxide and oxy- 
gen, and 1,000 mg. of succinylcholine. The patient 


was kept under very light anesthesia, and tidal 
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volume was maintained by manual artificial res- 
piration during the entire procedure, He was given 
2,000 cc. of blood. Following the operation the pa- 
tient was febrile, and had abundant secretions. A 
tracheotomy was performed to facilitate aspira- 
tion and reduce dead space. Urinary retention 
developed, and on April 16 transurethral resection 
and bilateral vasectomy were performed under 
spinal analgesia, employing 12 mg. of a hyperbaric 
solution of Pontocaine (fig. 4). During the opera- 
tion shortness of breath was alleviated by admin- 
istering nasopharyngeal oxygen, at the rate of 
3 liters per minute. The second postoperative 
course has been benign. 


Case 3 

A Negro woman, aged 36, had been undergoing 
intensive therapy for bilateral pulmonary tubercu- 
losis for five months. Apart from moderately ad- 
vanced infiltration in both lungs, worse on the left, 
her general condition was good, On April 3, dur- 
ing a five-hour operative procedure under Surital 
sodium, nitrous oxide, oxygen, meperidine drip, 
succinylcholine drip, and cyclopropane, a left up- 
per lobectomy and segmental resection of the su- 
perior segment of the left lower lobe were per- 
formed. The anesthetic course, which was unevent- 
ful, was maintained with controlled respirations. 
Three thousand cubic centimeters of blood were 
given during the operation, Eight hours postopera- 
tively the patient went into severe shock, which 
responded to blood transfusions. During the next 
48 hours hypotension requiring transfusions re- 
curred on several occasions. A massive hemothorax 
developed and failed to respond to suction drain- 


age or aspiration (fig. 5). Dyspnea and air hunger 
became gradually more severe. 

On April 6 the patient was returned to the op- 
erating room for re-exploration of the left thor- 
acic cavity. Respirations were rapid and labored, 
the pulse was 136 per minute, and the blood pres- 
sure 126 systolic, 60 diastolic. Her condition was 
considered critical, Anesthesia was induced with 
cyclopropane (fig. 6). During the induction period 
blood pressure became suddenly unobtainable and 
the pulse rapid and difficult to palpate, Succinyl- 
choline (40 mg.) was given rapidly, the patient 
was intubated, and controlled respirations were 
established. A cutdown in the ankle was done and 
blood started while the chest was being opened. 
As soon as the thorax was opened, the blood clots 
were removed, and the left lower lobe was re-ex- 
panded. The patient’s general condition improved, 
with the return of blood pressure to normal levels, 
Postoperatively, respiratory distress developed 
again, and a tracheotomy was performed to facili- 
tate removal of secretions. Following this proce- 
dure improvement in respiration was marked and 
convalescence continued without interruption. The 
patient was discharged on April 20. 


Summary 

Surgery in the poor risk patient re- 
quires careful preoperative appraisal by the 
internist, anesthesiologist, and surgeon. 
The anesthetic technique and drugs must 
interfere as little as possible with the exist- 
ing condition of the patient. Deep planes of 
anesthesia, hypoxia, or hypotension can 
precipitate an irreversible trend of events, 
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Technical Suggestions for Cancer of the Tongue 
and Floor of the Mouth 


EpGAR D. Grapy, M.D. 
WINSTON-SALEM 
JOE S. ROBINSON, M.D.* 
ROME, GEORGIA 
JOHN B. WHITE, M.D. 
MONTGOMERY, ALABAMA 
and 
SIMON KRANTZ, M.D.+ 
ATLANTA, GEORGIA 


To increase the effectiveness and de- 
crease the morbidity of operations for malig- 
nant lesions of the oral cavity, certain 
technical applications, described below, 
have been found especially helpful. We have 
presented the general plan of treatment and 
our results of treatment of cancer of the 
tongue and floor of the mouth in an earlier 
publication’. Our deviation from the usual 
procedures, by use of intra-arterial nitro- 
gen mustard limited to the involved areas, 
has also been given elsewhere’. 


En Bloe Excision for Oral Lesions Closely 
Associated with Neck Metastases (Fig. 1) 


When a lesion of the anterior two-thirds 
of the tongue or floor of the mouth is as- 
sociated with disease of the neck, the com- 
bined oral and neck approach may be 
accomplished by entering the mouth via 
the routine neck incision. After the neck 
dissection has been completed, leaving the 
neck contents attached to the mandible, the 
oral cavity is entered. When the disease 
may be intimately associated with or invad- 
ing the mandible, a segment of mandible 
will be sacrificed, Rarely it may be pre- 
served, but if so the residual oral tissues 
will not collapse easily for final closure. To 
accomplish the en bloc excision with a 
mandibular fragment, the upper skin flap 
of the neck dissection is reflected superior- 
ly with the cheek overlying the portion of 
the mandible to be sacrificed. The oral 
cavity is then entered with a curved Kelly 
clamp on the inside surface of the mandi- 
ble through the floor of the mouth and 
again anterior to the mandible. A Gigli 
saw is passed through these openings, and 
the mandible is cut. The mandible is spread 
through this incision, and the oral lesion is 


*From the Battery State Hospital, Rome, Georgia. 
tFrom Veterans Administration, Atlanta, Georgia. 


outlined with the electric cautery knife. 
The bone is again transected on the other 
side of the lesion and is removed, together 
with the oral growth and its metastases to 
the neck en bloc. In certain instances, the 
mandibular segment is freed by transec- 
tion at one point and disarticulation at the 
tempero-mandibular joint. If cancer is pres- 
ent on both sides of the neck, the contents 
of both sides may be removed with the oral 
lesion en bloc. In the latter case, either an 
external or an internal jugular vein is pre- 
served if feasible. 


Operation for Cancer of the Base 
of the Tongue (Figs. 2 and 3) 


In 1940 an article by Martin, Munster, 
and Baker“) stated: “Treatment of cancer 
of the base of the tongue, in our opinion, 
should be considered inoperable in all 
cases.”” In 1949, however, Slaughter'*’, in 
describing the technique of the modern 
“combined operation” (composite operation 
or commando procedure), gave credit to 
Martin and his associates for developing 
this procedure. We have found the com- 
bined oral and neck approach to be 
especially applicable to cancer of the base 
of the tongue when the lower lip and man- 
dible are divided and spread for exposure 
to the posterior pharynx and tongue base. 
Reports by Slaughter'*) and Martin‘*’, as 
well as those by Kaplan‘*’, Carroll'*’, Wil- 
son’), and White'*’, confirm this finding. 


Technique 


Since cervical nodes are usually involved 
by the time a diagnosis of cancer of the 
base of the tongue has been made, the 
operation is begun by a routine incision for 
radical dissection of the neck. The incision 
is carried medially from the tip of the 
mastoid process, across the neck at the 
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Tetracycline Lederle 


for prophylaxis and treatment of 
obstetric infections 


Posner and his colleagues' have reported on 
the use of tetracycline (ACHROMYCIN) in 96 
cases of obstetric complications, including 
unsterile delivery, premature rupture of the 
membranes, endometritis, parametritis, and 
other conditions. They conclude that this 
antibiotic is ideally suited for these uses. 


Other investigators have shown ACHROMYCIN 
to be equally useful in surgery and gynecology 
and virtually every other field of medicine. 
This outstanding antibiotic is effective against 
a wide variety of infections. It diffuses and 
penetrates rapidly to provide prompt control 
of infection. Side effects, if any, are negligible. 


Every gram of AcCHROMYCIN is made in 
Lederle’s own laboratories and offered only 
under the Lederle label—your assurance of 
quality. It is available in a complete line of 
dosage forms, including 


ACHROMYCIN SF 


ACHROMYCIN with Stress FORMULA VITA- 
MINS. Attacks the infection, bolsters the 
patient’s natural defenses, thereby speeds 
recovery. Especially useful in severe or pro- 
longed illness. Stress formula as suggested by 
the National Research Council. 

SF Capsules, 250 mg. 

SF Oral Suspension, 125 mg. per tea- 

spoonful (5 cc.) 


For more rapid and complete absorp- 
tion. Offered only by Lederle! 


filled sealed capsules 


‘Posner, A. C., et al.; Further Observations on the Use of Tetra- 
cycline Hydrochloride in Prophylaxis and Treatment of Obstetric 
Infections, Antibiotics Annual 1954-55, pp. 594-598 
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Fig. 1. This patient had a cancer of the floor of 
the mouth involving the anterior portion of the 
mandible, plus bilateral large neck nodes. A_ bi- 
lateral neck dissection has been completed (pre- 
serving one external jugular vein). The mouth was 
entered through the neck, and the soft tissue of 
the chin and lower lip reflected superiorly. The 
diseased tissue, including a central segment of 
mandible, was removed en bloc. 

In the photograph, the soft tissue of the chin is 
being held above the tongue, and one severed end 
of the mandible is demonstrated. 


Fig. 2 For approach to a cancer of the base of 
the tongue, the neck dissection skin flaps have been 
developed and the incision has been carried super- 
iorly from the mid-line of the chin through the 
lower lip. Skin flaps have been laid back to dem- 


onstrate the incisions. 
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level of the hyoid bone nearly to the mid- 
line, and then superiorly up through the 
center of the chin and lower lip. The skin 
flaps are developed in the neck and the 
dissection is accomplished from the clavicle 
to the mandible. Now one-half of the lower 
lip and soft tissue of the chin, with the at- 
tached skin flap of the upper part of the 
neck, are reflected off the mandible toward 
the involved side. The labio-gingival line is 
incised during this step. The mandible is 
transected with a Gigli saw anterior to all 
diseased tissue, but as far back as the 
mental foramen if possible. The mandibu- 
lar fragments are widely spread, to afford 
exact exposure and operating freedom as 
far inferiorly on the tongue as the epig- 
lottis. The cautery is used to outline by in- 
cision the malignant area with a sufficient 
margin of healthy tissue. The cheek flap 
is further reflected with the skin flap of 
the upper part of the neck, and the soft 
tissue of the chin and lip to expose the 
tempero-mandibular articulation. The man- 
dibular fragment is then disarticulated, and 


Fig. 3. The patient in figure 2 is shown again 
after the mouth has been entered by dividing soft 
tissues of chin and lip, reflecting the cheek, and 
dividing and spreading mandible. One instrument 
holds a portion of the dissected neck contents and 
the other points to the primary lesion on the base 
of the tongue, 
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Fig. 4. Roentgenogram of patient in whom a 
central segment of the mandible has been sacri- 
ficed in removing a cancer of the floor of the 
mouth. The photograph shows a heavy Kirschner 
wire stabilizing the two remaining mandibular 
fragments. 


the mandibular fragment, oral lesion, and 
neck contents are removed en bloc. As in 
any combined operation, a tracheotomy is 
performed. 

The repair of the defect is not difficult. 
The missing mandibular segment allows 


apposition of the mucosal incision lines 
after preliminary approximation of deep 
tissues with chromic catgut sutures. The 
mucosa is then sutured with the same ma- 
terial. The lip and skin flaps are brought 
together in like manner, but with fine silk 
to skin. Both cosmetic and functional de- 
formities are amazingly small. During the 
dissection of the neck, the lingual and ex- 
ternal maxillary arteries are purposely 
preserved in so far as possible in order to 
maintain maximum blood supply for heal- 
ing. 


Maintaining Contour of the Chin 
(Figs. 4 and 5) 


After excising a large central segment 
of the mandible, one may maintain fairly 
normal contour of the chin by placing a 
Kirschner wire or a Steinmen pin in and 
between the two remaining fragments of 
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Fig. 5. Lateral photograph of patient in figure 
4, six months after his operation. The wire has al- 
ready been removed. 


the mandible. The wire is first bent to form 
the desired contour. It may be measured 
against the fragment removed. The ends of 
the wire are then driven into the mandibu- 
lar fragments through their cut surfaces. 
The wire may sometimes be satisfactorily 
wedged into the medullary canals, or drill 
holes may be made for the wire or pin. 
The soft tissue of the chin is then brought 
over the wire. If the wire can be main- 
tained in place for as long as two weeks, 
it will accomplish a great deal in fixing 
the residual portions of the mandible and 
in aiding the scar of the chin to form a 
normal contour. Usually, however, the wire 
will remain for much longer before work- 
ing its way loose and presenting an end 
free in the mouth or through the skin of 
the cheek. By this time it has accomplished 
its maximum effect, and may be easily ex- 
tracted. Subsequent bone grafting may be 
in order when it is ascertained that the 
malignant disease is controlled. 


Protection of the Carotid Artery 
(Figs. 6 and 7) 


If an incision for dissection of the neck 
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Fig. 6. After completion of a radical neck dis- 
section, preparation is being made to rotate a 
muscle flap to cover the carotid artery. A retrac- 
tor is placed under the levator scapulae muscle at 
the point to be transected. 


is made through previously irradiated tis- 
sue, or if the skin flap for the dissection 
has been made very thin because of super- 
ficial underlying disease, the skin may die 


and slough postoperatively. By this pro- 
cess, the underlying carotid artery may 
then become exposed, to result in erosion 
and bleeding or thrombosis. In order to 
obviate this complication, should the skin 
flap become necrotic, the carotid artery 
may be protected by a muscle flap. At the 
conclusion of the neck dissection, the leva- 
tor scapula is transected as far inferiorly 
as possible. The free end of the muscle is 
then swung medially across the carotid art- 
ery and sutured to the strap muscles or 
to the thyrohyoid muscle or residual fascia 
in these areas. Should the skin over the 
artery then be lost, the muscle remains as 
a protective cover to the artery. 
Summary 

1. For operating upon a maglignant les- 
ion of the anterior tongue or floor of the 
mouth, the combined approach is satis- 
factorily accomplished by entering the 
mouth through the usual neck incision. 

2. When better exposure is needed for 
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Fig. 7. A later photograph of the operation of 
figure 6 shows the levator scapula muscle after it 
has been divided and moved anteriorly to cover 
and protect the carotid artery. 


removing cancer in the base of the tongue, 
the combined neck and oral approach is 
best done by extending the neck incision 
through the lower lip into the mouth. Ex- 
cellent exposure is obtained by reflecting 
chin, cheek, and neck skin flap on the dis- 
eased side and then dividing and spreading 
the mandible. 

3. When a central defect is created in the 
mandible, the lateral fragments may be 
stabilized and the soft tissue chin contour 
improved by use of a Kirschner wire or 
Steinmen pin. 

4. When there is danger of slough of 
skin overlying the carotid artery after a 
neck dissection, the artery may be pro- 
tected by swinging a flap of levator scap- 
ula muscle to cover the artery. 
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This paper is based on our experience in 
teaching fourth year medical students at 
the University of North Carolina during 
their six weeks’ service in the psychiatric 
outpatient clinic. Although the students are 
working with patients whose disorders are 
predominantly emotional, we do not at- 
tempt to teach the medical speciality of 
psychiatry, but instead seek to point out 
certain important aspects of the role of 
psychologic thinking in medical practice. 
Similarly the purpose of this paper is not 
to discuss psychotherapy as a special med- 
ical technique concerned chiefly with the 
neuroses and psychoses, but rather to di- 
rect attention to the known fundamentals 
of the doctor-patient relationship which 
have universal application in the practice 
of medicine”). 

In order to focus on the doctor-patient 
relationship we selected a treatment method 
limited in both time and goals. Specifically, 
a student interviews a patient 10 to 12 
times, with the primary goal of observing, 
analyzing, and clarifying the interpersonal 
relationship as it develops between him and 
the patient during these sessions, 


Relationship Patterns 


The key word here is “develops,” be- 
cause we know that a patient's pattern of 
interpersonal adjustment arises in his past 
experience and pervades all aspects of his 
current interpersonal relationships, includ- 
ing that with the physician. There is, for 
example, one type of person who has grown 
up to be inordinately respectful and a little 
frightened of authority, and in his rela- 
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tionships with superiors he is unusually 
polite, modest, even self-effacing, and in- 
gratiating; there is also the blunt, bluster- 
ing person who deals with his anxiety in 
regard to authority through joking, back- 
slapping, and handpumping. His need is to 
develop a casual, personal, and nonpro- 
fessional relationship with the doctor, too. 

Patients tend to develop one of two kinds 
of relationships with their doctors: (1) a 
realistic one, in which they seek the ex- 
pert in medical matters; and (2) a type 
known as “transference,”’ in which they re- 
peat the same pattern of relationship which 
they have developed with regard to people 
important to them in the past. The sicker 
the patient is physically or emotionally, the 
stronger becomes the transference. For ex- 
ample, a person who looks on authority as 
benign, all-encompassing, and _ protecting 
may think, in his sicker moments, of the 
physician as having unusual or magic cura- 
tive powers; whereas another sick indivi- 
dual who looks upon authority as brusque 
or punitive may react in a challenging, 
negativistic way. The doctor may see such 
troublesome attitudes evidenced in subtle 
or flagrant varieties of behavior, as with 
the diabetic patient who “forgets” to take 
his insulin, or the cardiac patient who 
walks up an extra flight of stairs just to 
“test” his heart and determine whether the 
doctor really knows what he is talking 
about. Thus patients react in many differ- 
ent ways to their doctors, and at times 
in ways that seriously interfere with treat- 
ment. 

Features of the Doctor-Patient 
Relationship 

The attitude 

This compulsion to repeat with the phy- 
sician previously developed interpersonal 
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patterns becomes the basic concept in un- 
derstanding the doctor-patient relationship. 
To apply this concept clinically it is nee- 
essary, first, to observe and describe the 
kind of pattern a patient sets up, whether 
the behavior is competitive, dependent, in- 
gratiating, distrustful, responsible, man- 
agerial, cooperative, or aggressive''’. 

In order to show how we go about ob- 
serving such a relationship, let us describe 
a woman who could be a patient in almost 
any doctor’s office. She is dressed rather 
elaborately, with a low neckline which she 
keeps fingering and pulling. She wears a 
tight skirt which she repeatedly smoothes 
across her knees. She looks interesting sit- 
ting there, but she is really more suitably 
dressed for a date than for a visit to a 
busy doctor’s office. As she waits she 
swings her leg in a slow, rhythmic, provoc- 
ative manner, watching all the men in the 
office. She greets the doctor in an overgra- 
cious, even coquettish manner. She walks 
across the room with swinging hips and 
almost immediately begins to tell her story 
in a dramatic, extravagant way, her speech 
filled with hyperboles. As she talks she con- 
tinues to finger her clothes in a suggestive 
manner. On the surface this looks like sex- 


ual behavior, but it does not take long to 
find out—and strictly from the professional 
standpoint—that it is not at all; it is really 
competitive-exploitative behavior. The pa- 


tient’s provocative, seductive, exhibition- 
istic, and dramatic reaction is used to com- 
pete with, control, and exploit those around 
her. 


The reaction 

Then there is the other side of the re- 
lationship which we need to examine—the 
doctor’s attitude toward the patient. Natur- 
ally he has his own feelings and may react 
to different patients in various ways: to 
one with irritation, to another with inter- 
est, to a third with distrust, and so on. His 
reactions may give a valuable clue as to 
what type of relationship the patient is 
developing, because certain kinds of pat- 
terns which patients unconsciously develop 
lead to specific counter feelings in the doc- 
tor. For example, the patient who is skep- 
tical and distrustful more often than not 
provokes in others as well as in the physi- 
cian feelings of anger, rejection, and even 
punishment; whereas, a docile-dependent 
person usually provokes help and advice. A 
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competitive - exploitative person ordinarily 
provokes irritation, along with distrust and 
inferiority. It is necessary for a doctor to 
observe his reactions to a patient’s conduct 
not only in order to understand the pa- 
tient, but also to minimize counter attitudes 
and behavior which interfere with treat- 
ment by creating distrust, competition, 
docility, or undue dependence in the pa- 
tient. 


Methods of Utlizing Behavior Patterns 


We have discussed two cardinal features 
of the doctor-patient relationship: the doc- 
tor’s awareness of the patient's interper- 
sonal pattern and self-awareness, both of 
which are necessary for a rational thera- 
peutic approach, Once the physician has ob- 
served and classified these behavioral pat- 
terns, he may adopt different methods of 
using them to the patient’s advantage. One 
of the most effective hinges on the simple 
principle of clarifying the kind of rela- 
tionship that the patient establishes with 
the doctor. This clarification has to be made 
repeatedly in a kindly, understanding man- 
ner. 

For example, let us consider a_ patient 
who in fear concerning his illness becomes 
unduly dependent and demanding in his re- 
lationship to the doctor, regardless of 
whether he has diabetes, tuberculosis, urti- 
caria, asthma, or an anxiety neurosis. We 
are all familiar with his pattern of repeat- 
edly asking for advice, attention, time, and 
medication beyond what seems appropriate 
and reasonable. He sometimes seems more 
interested in the attention and considera- 
tion he receives than in getting well, This 
type of patient can be very exasperating 
and time-consuming, and it is possible for 
the physician to deal with him in several 
illogical but human ways: by “overtreat- 
ing,”’ suffering in silence, turning him over 
to an unsuspecting colleague, or acting 80 
insufferably that the patient leaves of his 
own accord. 

How can the physician logically approach 
this patient to gain his cooperation and 
maintain an optimal therapeutic relation? 
He can clarify the patient's relationship 
with him. The patient needs to have pointed 
out to him repeatedly but sympathetically, 
his dependent, demanding behaviour with 
regard to the physician. He needs to be told 
that receiving attention and consideration 


| 
i 


472 NORTH CAROLINA MEDICAL JOURNAL 


seem more important to him than even his 
health and independence. Again and again 
he has to be shown that his helpless cling- 
ing indicates his fear of being abandoned 
and deserted by the physician, an unjusti- 
fied and unrealistic attitude in view of the 
physician's interest and desire to help. The 
physician, however, must make it plain, 
without irritation, that there are real limits 
as to his ability to help and become in- 
volved with this patient. 

Another patient may react to his illness 
by being very uncooperative in his rela- 
tionship to the doctor and by such behavior 
sabotage treatment. He is inclined to make 
light of his illness and to prescribe his own 
medication, dietary restrictions, and re- 
habilitation program. Without advice he 
may reduce or leave off his insulin or 
change his dose of digitalis or in a dozen 
ways attempt to maintain his independence 
of the doctor. The doctor has to call atten- 
tion to this patient’s stubborn denial of 
illness and to point out to him that he acts 
as though the treatment is a threat to his 
independence which fle seems to prize above 
his health; he needs to be told that the phy- 
sician can only recommend and suggest 
certain courses of action which the patient 
must, on his own responsibility, decide 
whether to carry out. 


Sample Case 


The following case indicates how the 
principles might work. 


A man presents himself with the chief 
complaint of itching and a “rash” on the 
face and neck. Throughout the interview 
he appears modest and self-effacing, and it 
is soon clear that this behavior is a hold- 
over from a previous pattern that he devel- 
oped with his father, a distant, command- 
ing, and arrogant man. The patient had 
adopted this meek, self-effacing attitude in 
an attempt to get on with his father, all the 
time fearing and disliking him but feeling 
inadequate and unable to express his real 
feelings. Any time the patient attempted 
to be aggressive he was met with such re- 
buff as to cause him to give up the effort. 
The angrier he became, the more polite he 
was in order to control his feelings. The 
more he controlled his feelings, the more 
unmanly and inadequate he felt. 
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The patient admitted that these feelings 
of inadequacy not only were of great con- 
cern to him but also markedly interfered 
with his total judgment. The itching “skin 
rash” had developed within 24 hours after 
he had been unable to express resentment 
at being unjustly criticized by his employ- 
er. It was felt, and the patient so informed, 
that his somatic complaints were largely 
emotional in origin and were related to un- 
recognized and unexpressed feelings of in- 
adequacy and resentment. Parenthetically 
it should be said. that a patient’s manifest 
reactions may be defensive in nature; 
therefore the physician needs to recognize 
the underlying needs and attitudes. In this 
patient, for example, the manifest obse- 
quious behavior screened underlying feel- 
ings of hostility. 

The therapeutic goal in the customary 
dozen interviews was to point out to this 
patient, in a manner implying acceptance, 
his deferential behavior whenever it was 
manifested toward the doctor, and at the 
same time to call attention to the signi- 
ficance of his excessive politeness: the con- 
trol of underlying anger. As the treatment 
went on the patient would apologize for 
this and that: for being a half minute 
late, for taking so much of the doctor’s 
time, for wanting to change his appoint- 
ment to another day or another hour, for 
saying this or that. He was reminded at 
these times what his overpolite attitude had 
meant in relation to his father and other 
people in his past. His doctor wondered out 
loud if the patient had thoughts about him 
other than polite ones. At first the pa- 
tient denied this suggestion and demon- 
strated even greater politeness. This also 
was brought to his attention. Eventually 
the patient was able to admit that he had 
been angry with the doctor about many 
things: the seeming unconcern about the 
skin lesions, the lack of ointments and med- 
ications, the way the doctor just sat and 
did nothing, and said little. Under these 
conditions the patient found talking to the 
doctor worse than talking to the wall, be- 
cause talking to the doctor cost money. The 
patient was benefited by being able to ex- 
press these negative feelings without re- 
buff; even more important, the doctor had 
recognized and discussed in a matter-of- 
fact way the relationship which had devel- 
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oped. The patient then began to express 
himself more confidently in other relation- 
ships, with the result that not only did his 
skin lesions disappear, but his feelings of 
inadequacy subsequently decreased. 

What we do, as illustrated by the fore- 
going sample case is to point out to the 
patient how he reacts to the doctor. Next 
we question whether his behavioral pattern 
is realistic in view of the circumstances, 
specifically whether it is actually appro- 
priate with regard to the doctor. We then 
venture to tell the patient that he nas cer- 
tain fears, doubts, and unrealistic expecta- 
tions about the physician’s function. Spe- 
cifically, to the dependent, demanding pa- 
tient the doctor seems omnipotent; to the 
independent, obstinate one he appears as a 
threat, and to the obsequious one he repre- 
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Summary 

We have attempted to delineate three 
areas of medical practice to which psycho- 
logic insight may be applied constructively. 
In the diagnostic area we believe that the 
doctor must recognize and classify the pre- 
dominant way in which the patient relates 
to him, so that a rational approach may be 
made to therapy. In the therapeutic area 
we attempt to indicate how clarifying the 
doctor-patient relationship may create an 
optimal therapeutic climate and encourage 
the greatest readiness to cooperate with 
medical procedures, The third area in which 
psychologic insight may be applied con- 
cerns the doctor and his self-awareness. We 
attempt to teach our students that some un- 
derstanding of their own reactions to pa- 
tients not only makes them more comfort- 
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Failure of antimicrobial agents to protect against bacterial in- 
vasion in “respiratory” poliomyelitis has also been observed; in our 
clinic. In 165 patients with bulbar involvement or paralysis of respira- 
tory muscles who received no antibiotics, the incidence of secondary in- 
fections was 16 per cent. In 63 persons with the same type of disease 
who were given chemoprophylaxis, bacterial complications occurred in 
53% ; approximately three and one-half times as many as were observed 
when no drugs were given. Although the more seriously ill cases were 
the ones most often treated—and this may have accounted, in part, for 
the large number of superimposed infections in this group—the fact 
remains that prophylaxis failed to protect those who were in the greatest 
need of protection. Of importance is the fact that pneumonia, the com- 
plication most feared in “respiratory” poliomyelitis, occurred in 22“ 
of the patients given chemoprophylaxis and in only 6% of those who 
received no antibacterial agents. Of significance also is the etiology of 
pulmonary infections: in the treated individuals, the most common 
causative organisms were pseudomonas Pyocyanea, penicillin-resistant 
Staph. aureus and H. influenza, while in the untreated ones the bacteria 
found most often were the pneumococcus and the beta-hemolytic strepto- 
coccus.—Weinstein, L.: The Chemoprophylaxis of Infection, Ann. Int. 
Med, 43:290 (Aug.) 1955. 
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External Umbo Blebs 


Analysis of One Hundred Cases* 
B. W. ARMSTRONG, M.D. 


A recent publication''’ contrasted acute, 
symptomatic vesicular lesions of the tym- 
panic membrane with the more common 
noninflammatory variety. This report is 
limited to the observations of 100 external 
umbo blebs. 

Iixternal umbo blebs are smooth, refrac- 
tive elevations in the center of the drum 
which vary in size from 1.5 to 4 mm. (fig. 
1). In this series, no definite symptoms 
have been present. The lack of symptoms 
has been confirmed by Lathrop'*’, Arnold’, 
and Burns‘); but Wible’’ and Friedman‘®’ 
have indicated that some blebs are accom- 
panied by pain, tinnitus, and impaired 
hearing. 

One hundred external umbo blebs were 
observed in 88 patients. Ten had blebs on 
both tympanic membranes, and since the 
last report, 2 patients have had recurrences. 
Thirty-one blebs were observed in males 
and 69 in females. The age incidence (chart 
1) was not remarkable. 


Chart 1 
Age Incidence 


Number of Lesions 
&Y 


CHARLOTTE 


Age in Decades 


The etiology is still unknown. An appar- 
ent seasonal incidence, coinciding with high 
pollen concentrations, has been observed 
(chart 2), and a relatively large number 
of patients were either known or suspected 
to be allergic. There is, however, consider- 
able evidence against allergy as an etiologic 
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Chart 2 
Seasonal Incidence 
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The wall of these blebs is very thin, and 
only one satisfactory biopsy has been ob- 
tained. The sections (fig. 2) clearly dem- 
onstrate an intra-epidermal vesicle without 
evidence of intracellular edema or inflam- 
mation. The vesicular fluid was crystal- 
clear in 97 blebs and a burnt-orange color 
in the other 3. Large droplets of sudano- 
philic material can be demonstrated in the 
fluid, and smaller particles polarize light. 
The Liebermann -Buchardt reaction for 
cholesterol was previously reported as_ be- 
ing negative’), but in some subsequent 
tests it has been positive. No crystals, bac- 
teria, or cellular elements have been found 
in the fluid. 

)xternal umbo blebs are presumed to be 
the result of primary degeneration of epith- 
elium. The lipoid in the fluid can be ac- 
counted for only from disintegration of 
cells. 

The differential diagnosis should present 
no problem. These asymptomatic vesicles 
are always limited to the umbo and could 
hardly be confused with cysts or myringitis 
bullosa. The presence or absence of lipoid 
in the fluid would quickly confirm or dis- 
prove the diagnosis in doubtful cases. 

These asymptomatic lipoid blebs at the 
umbo have been observed more often in 
my practice than have acute’ vesicular 
lesions of the tympanic membrane. Once 
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Fig. 1. Photograph of intra-epidermal externa! Fig. 2 Photo micrograph (400 x) of intra-epi- 
umbo bleb of the right tympanic membrane. dermal umbo bleb. There is no evidence of intacell- 
ular edema or inflammation. 


tory Lipoid Vesicles of the Tympanic Membrane, Laryn- 


recognized, they are found with increasing 
goscope, 65:817-828 (Sept.) 1055. 


frequency. The lack of symptoms accounts 
for the fact that many are overlooked. No 
treatment is necessary. The significance of 
these blebs and their etiology remain un- . Burns, Stanley 8., Jr.: Personal communication, 
known . Wible, L. E.: Umbo in Seeretory Otitis Media, Arch, 
Otelaryngol. 55:468-470 (April) 1952. 
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Chemoprophylaxiss . . . the chemoprophylaxis of infection re- 
quires more intensive and controlled study than it has received, It is 
obvious that some serious diseases can be completely precented by proper 
administration of antibacterial agents. The degree of success appears 
to be highest when the prophylactic measures are aimed at specific 
microorganisms. On the other hand, there are a number of conditions 
in which the use of antibiotics for protection against bacterial invasion 
is not justified, either because this type of complication is very uncom- 
mon or because there is proof that the desired result will not be produced. 
It is striking that the clinical areas in which prophylaxis has been ap- 
plied most widely are those in which its use has been mainly on clinica] 
impression rather than on fact derived from careful study. It is in some 
of these situations that more investigation is necessary before the true 
value of the choemoprophylaxis procedures which have been employed 
can be determined.—Weinstein, L.: The Chemoprophylaxis of Infection 
Ann. Int. Med. 43:295 (Aug.) 1955. 
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“The prime object of the medical profession is to render 
service to humanity; reward or financial gain Is a subordinate 
consideration, Whoever chooses this profession assumes the 
obligation to conduct himself in accord with its ideals.”—Prin- 
ciples of Medical Ethics of the American Medical Association, 
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DOCTORS AND HOSPITALS 
Within the past decade or more some 
hospitals through their lay boards of 
trustees have sought to exercise increasing 
control over medica] staff members. In our 
own state a Committee on Professional and 
Hospital Relations was appointed in 1949 
“To investigate and solve, if possible, 
charges of unethical practices against a 
hospital by a physician, or of a hospital 
against a physician, ’’ and “To investigate 
all complaints relative to the unethical and 
illegal corporate practice of medicine.” 
This committee reported in 1950 that all 
complaints against hospitals “involve efforts 
of the hospitals to control the practice of 
medicine and to make a net profit on the 
professional fees of its staff members.” 
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One of the principal offending hospitals 
investigated by this committee was the 
Robeson County Memorial Hospital. It was 
reported that this trouble began about ten 
years ago, when the staff members agreed 
to let the hospital business office collect 
their fees and keep 10 per cent to be set 
aside for the construction of a new wing, 
and that later this “contribution” was in- 
creased by a graduated income assessment 
ranging from 10 to 50 per cent of the fees. 


After the investigation by the State 
Society’s committee, the Fifth District 
Councilor reported that “The Fifth District’s 
most outstanding example of the corporate 
practice of medicine was settled peacefully 
by the local group.” Unfortunately this 
statement must have been based on wish- 
ful thinking, for it is an open secret that 
the trustees and medical staff of the hospi- 
tal have been in conflict since then. A depu- 
tation from the Robeson County Medical 
Society, headed by its president, Dr. Theo 
H. Mees, came before the Executive Coun- 
cil at its meeting on September 30, to ask 
advice in dealing with a resolution adopted 
by the Executive Committee of the Board 
of Trustees of the Robeson County Memorial 
Hospital August 6, 1956. This resolution 
stated that: 


(1) Each patient entering Robeson County 
Memorial Hospital, or the person or party 
legally responsible or agreeing to become re- 
sponsible for his bill for services and expenses 
therein, in consideration of his admittance to 
the Hospital and the services to be rendered 
to him therein, and as a condition of his ad- 
mittance to the Hospital, shall be required to 
agree and contract in writing to pay his hos- 
pital bill for services and expenses prior to 
paying the bill of any physician for services 
rendered him while an occupant of the hospital, 
and shall be required to agree and contract in 
writing to accept and abide by the rules and 
regulations of the Hospital with respect to 
priority of payment of Hospital bills before 
physicians’ bills and with respect to conditional 
payment of physicians’ bills. 

(2) The Administrator of the hospital shall 
require all patients or such other person or 
parties to accept and sign appropriate written 
agreements at the time of the admittance of 
said patients to the Hospital. 


“RESOLVED FURTHER, that the Adminis- 
trator of the Hospital take due note of any 
willful violation by any member of the 
Medical Staff of the Rules and regulations 
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of the Hospital with respect to priority of 
payment of the Hospital bills before physi- 
cians’ bills arising upon bills and accounts 
of patients admitted to the Hospital on 
and after June 4, 1956, regardless of wheth- 
er or not such patients have signed the 
aforementioned agreement. 


“RESOLVED FURTHER, that in the event 
of the willful violation by any physican of 
the aforesaid rules and regulations, the 
Executive Committee of the Board of 
Trustees shall recommend to the Board of 
Trustees that such physician not be re- 
appointed to the Medical Staff at the end 
of his term of appointment. 


“RESOLVED FURTHER, that a copy of 
these resolutions be forwarded to each 
member of the Medical Staff of the Hospi- 
tal.” 

On August 15 the medical staff of the 
Robeson County Hospital met and adopted 
a resolution vigorously protesting the action 
of the hospital trustees, which was taken 
“without consultation, advice, conference, 
or approval of a single member of the Medi- 
cal Staff or of their appropriate com- 
mittees.”” The resolution said in part: 


“WHEREAS, these statements and prin- 
ciples in these resolutions, as adopted by 
the Board of Trustees, would appear to be 
discriminatory, unreasonable and unfair to 
the Medical Staff, individually and collec- 
tively; and 


“WHEREAS, the Medical Staff, individ- 
ually and collectively, feel obligated to ex- 
press themselves on action vital to their 
relations with their patients, 


“THEREFORE, BE IT NOW RESOLVED 
THAT: 


(1) The Medical Staff of the Robeson County 
Memorial Hospital expresses and so in- 
forms the Board of Trustees of Robeson 
County Memorial Hospital that the action 
concerning collection of accounts as 
adopted by the Executive Committee 
and/or the Board of Trustees of Robeson 
County Memorial Hospital on June 4, 1956, 
July 26, 1956 and August 6, 1956, is con- 
sidered to be objectionable by the Medical 
Staff; and 


The Medical Staff in view of the concise 
and clear demands so outlined by the Board 
of Trustees of Robeson County Memorial 
Hospital feels it necessary to present these 
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resolutions as adopted, to the Executive 
Council of the North Carolina Medical So- 
ciety, via the County Medical Society, for 
their recommendations.” 


advice and 


After the Robeson County deputation was 
heard, Dr. Westbrook Murphy offered the 
following resolution: 


“First, that the Medical Society of the 
State of North Carolina approve the action 
of the Robeson County Memorial Hospital 
staff in resisting this action by the Board 
of Trustees of that Hospital, and that it 
pledges to them the full moral, legal and 
financial support of all the resources of 
this Society to assist them in this fight. 


“Second, if and when any licensed phy- 
sician of Robeson County is denied the 
privilege of the Hospital because of his 
refusal to participate in this scheme, that 
they through their counsel pursue it through 
the Courts of North Carolina to its ultimate 
termination. 


“Third, that it is the sense of the Execu- 
tive Council of the Medical Society of the 
State of North Carolina that any doctor 
who agrees to participate in the scheme of 
this character is guilty of unprofessional 
conduct which is prejudicial to the best in- 
terest of the public and to the welfare of 
medicine in North Carolina, and on those 
grounds he may reasonably expect to be 
summoned before the Society to show cause 
why he should not be expelled. 


“Fourth, that if and when a man should 
be denied membership in the Medical Soci- 
ety of North Carolina on these grounds, 
the matter will be referred to the State 
Board of Medical Examiners so that they 
may consider it in the light of a possible 
revocation of his license, 


“Fifth, that a copy of this Resolution be 
forwarded to the Administrator and the 
Chairman of the Board of Trustees of the 
hospital and to every member of the Robe- 
son County Medical Society.’’ 


A second closely related motion made at 
the request of the State Board of Medica] 
Examiners was also adopted unanimously : 


That the State Society appoint a committee 
and ask the North Carolina Hospital Associa- 
tion to appoint a companion committee te 
get together and try to formulate a code 
for the guidance of both organizations. 
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A third motion which was also passed 
unanimously was that President Koonce 
appoint a commission “to make a survey 
and study of the encroachment of third 
party agencies on the private practice of 
medicine in the State of North Carolina, 
and to recommend to the House of Dele- 
gates the adoption of a long range program 
to try to preserve the private practice of 
medicine in the State of North Carolina.” 

It is to be hoped that these actions of the 
Executive Council will bear fruit. Certainly 
hospitals and physicians are natural allies 
in the war on disease, and they should plan 
to work together for the benefit of the 
patient. Undoubtedly the great majority 
of hospital trustees and of doctors are hon- 
est and reasonable men who should be able 
to get together in the traditional American 
way and settle their problems and their 
differences. 


DOCTORS AS PATIENTS 


Dr. Donald Koonce’s President’s Message, 
in this issue, is a timely and _ thought- 
ful discussion of the doctor’s human side. 
By coincidence, the same mail that brought 
his message brought the September number 
of the J/llinois Medical Journal, and _ its 
leading editorial, “Do as I Say,” dealt with 
the same idea, from a different angle. Its 
theme was that “Physicians might be more 
sympathetic toward their patients if they 
themselves were ill more often and in need 
of surgery, gastric analyses, prostatic mas- 
sages, or proctoscopic examinations.” Doc- 
tors should explain to patients the reason 
for various tests that may be ordered, and 
allay their fears about their possible harm- 
ful results. 


The editorial said that every physician 
should be a patient, and that there would 
be fewer “don'ts” “if physicians tried to 
break a few of their own habits or if they 
went on a low salt or 800 calorie diet .. . 
It also has been suggested that every phy- 
sician use on himself the samples of medi- 
cine he receives.” 


Some years ago an older physician was be- 
ing treated for influenza by a younger 
colleague, who ordered a bottle of cough 
medicine from the drug store. The next 
day the patient asked, “What in the hell 
was that stuff you sent me yesterday?” 
When the attending physician replied that 
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it was the mixture that the sick doctor had 
for many years, been prescribing for his 
patients, the older man said, “Well, if the 
Lord will forgive me, I will never prescribe 
another dose of it. I had no idea how it 
tasted.” 

Doubtless both Dr. Koonce and the IIli- 
nois editorial writer would agree with Dr. 
Stephen Paget when, in his classiv Confes- 
sio Medici, he told the young doctor that he 
wished him, early in his career, “a serious 
illness, or an operation, or both. For thus, 
and thus alone, may you complete your 
medical education, and crown your learning 
with the pure gold of experience.’’'') 

1, Confessio Medici, The Macmillan Company, 1909, page 105. 


THE “ROCKEFELLER DIET” 


The appetite of the public for advice on 
diet seems to be as insatiable as is that of the 
fat lady in the circus. For weeks the hodge 
podge of pseudo-scientific nonsense, ‘“Arth- 
ritis and Common Sense,” has been at the 
top of best seller lists. Another book, writ- 
ten by a Miss Davis, states that the author 
could tell vitamin deficiencies by inspecting 
the tongues, that more than 90 of 100 indivi- 
duals were deficient in certain vitamins! 


One of the most wide-spread current lit- 
erary broadcasts anent diet was based on 
the so-called “Rockefeller Diet,” first pub- 
lished by Dole et al. in scientific publica- 
tions, with relevant data. The diet, without 
the qualifying data, was published in Look 
magazine and in the Ladies Home Journal. 
It calls for a mixture of corn oil, dextrose, 
evaporated milk and water, and is said to 
be quite palatable. Maybe it is to an infant. 
It is said to resemble closely mother’s milk, 
and the L. H. J. article states that “The 
formula is a complete food mixture.” 


Those doctors who have been pestered by 
their fat patients about the diet—and who 
has not?—should read the special article 
“Low-protein Diets for Reducing,” by Nor- 
man Jolliffe, and the report of the Council 
on Foods and Nutrition in the Journal of 
the American Medical Association for Aug- 
ust 25, so that they may warn the inquiring 
ones of the dangers of a diet so low in pro- 
teins, vitamins, minerals and iron. It seems 
that the layman will never learn that there 
is no safe quick and easy way to reduce and 
stay reduced. 
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President’s Message 
A DOCTOR IS FIRST A HUMAN BEING 


Much has been said recently about the 
practice of the humanities of medicine. 
There is nothing complicated about this 
practice. It is simply the practice of a doc- 
tor remembering that he is a human being 
ministering to other human beings and 
treating his patients in the manner that he 
would like to be treated were he in that 
patient’s place. 

It sometimes happens that a doctor be- 
gins to feel that he is a little different 
from other people and has more godlike 
qualities than the average man. That doctor 
is doomed to frustration and unhappiness 
and his patients to disillusionment. A doctor 
does not and should not have any godlike 
powers in the giving and taking of life. He 
has simply allowed himself to be trained 
so that, with the help of God, in many in- 
stances he may save life and preserve the 
physical integrity of the human body. A 
doctor is privileged to be so closely associat- 
ed with life and death that it is difficult to 
see how one could ever question the power 
of God. 

It is understandable how too frequently 
au patient attributes godlike qualities to his 
doctor. This is understandable because a 
doctor who practices the humanities of 
medicine is not just a doctor of medicine. 
He is a healer of the sick, both physically 
and mentally, a father confessor, and a 
beloved friend in the time of need. That 
patient who attributes divine powers to his 
doctor is also doomed to disappointment 


and disillusionment. His doctor is still a 
very human being and made of clay. He has 
no supernatural physical abilities which 
would allow him to work day and night 
without rest or to be readily available each 
and every time that patients may need 
him. Ile does not have the divine ability 
always to make unerring decisions and al- 
ways to give the right advice. He is not 
immune to human frailties and weaknesses 
and he has no unnatural ability to resist 
the temptations of life any more than any 
other man. He does not have the power, 
without God’s direction, to perform the 
seeming miracles attributed to him. He 
must be strong, and yet he cannot help but 
be humanly weak. He must be dependable, 
and yet he must have many failures. He 
must be human, and yet he must even be 
more lovable. 
~—Donald B. Koonce, M.D. 


From A Doctor To Doctors 


A unique medical publication, Medical Director's 
Notebook, from Paul F. MacLeod, M.D., medical 
director of Eaton Laboratories, Norwich, N. Y., is 
now being sent monthly by Eaton Laboratories to 
thousands of physicians throughout the country. 
The “Notebook” reads like a physician’s Elbert 
Hubbard Scrapbook: it discusses anything and 
everything that might be of interest to a doctor— 
informally, philosophically and authoritatively — 
and reports to the doctor on some of the problems 
a professional pharmaceutical industry faces. 
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Committees and Organizations 


THE AMERICAN PHYSICIAN 
AND 
THE WORLD MEDICAL ASSOCIATION 


Louis M. BAvER, M.D.* 


The World Medical Association has be- 
come a strong factor in protecting and 
promoting the professional interests of the 
medical profession and the cause of world 
peace, 

Now in its ninth year, W.M.A. is a fed- 
eration of the most representative national 
medical association in each of 52 nations. 
These member organizations represent 
more than 700,000 physicians. The Amer- 
ican Medical Association is a leading mem- 
ber of The World Medical Association. 

Doctors of medicine the world over cher- 
ish the same basic ideals of conduct and the 
same devotion to the welfare of mankind. 
The World Medical Association is culti- 
vating the common purposes of the profes- 
sion, This growing community of interest 
is a source of strength to the physicians in 
every land. 

Already, by solid accomplishments, 
W.M.A. has earned the right to call itself 
“the international voice of organized medi- 
cine.”’ Thanks largely to the United States 
Committee and similar supporting com- 
mittees of physicians in other leading na- 
tions, W.M.A. has a well tried constitu- 
tional structure, a small but efficient sec- 
retariat, and a tri-lingual journal whose 
world-wide influence and value to the pro- 
fession is rapidly growing. The permanent 
office of the secretariat—which serves both 
the Association and the United States Com- 
mittee—is located in the United States. 

The membership of the United States 
Committee has been growing slowly but 
steadily. In 1955 the Committee reached its 
first important milestone of growth: a 
membership of 5,000 American physicians. 

Even with this modest membership rep- 
resenting scarcely 3 per cent of American 
medicine, important achievements have 
been registered, many of which would have 
been impossible if the American pharma- 
ceutical and related industries had not con- 
stantly matched the financial support given 


*Secretary-Treasurer, the United States Committee, World 
Medical Association. 
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the United States Committee by its physi- 
cian members. 

Last year 176 members of the United 
States Committee attended the ninth Gen- 
eral Assembly of The World Medical As- 
sociation in Vienna. This privilege is avail- 
able to members of national supporting 
committees. There is unique inspiration, 
personal enjoyment and intellectual stimu- 
lus in meeting our colleagues from many 
lands, and in helping to formulate programs 
that may have incalculable benefits for the 
profession, and for the welfare of the 
world. 

The World Medical Association assists 
traveling physicians by providing them 
with introductions to colleagues in other 
countries, by making speaking engagements 
for them abroad, by acquainting them with 
visiting doctors from other countries, and, 
of course, by sending the World Medical 
Journal to members of all national support- 
ing committees. 

In 19583 The World Medical Association 
sponsored the First World Conference on 
Medical Education, held in London. Rep- 
resentatives from many nations have re- 
ported concrete benefits from this epochal 
meeting in terms of better standards and 
practices in medical education in their 
countries. A Second World Conference on 
Medical Education is now being planned 
for 1959, to be held in the United States. 

Two other World Medical Association ac- 
complishments that have brought great 
credit to our profession and strengthened 
its solidarity throughout the world were 
the promulgation in 1948 of the Declara- 
tion of Geneva, comprising a modern re- 
statement of the Hippocratic Oath, and the 
adoption in 1949 of an International Code 
of Medical Ethics. 

The activities of W.M.A. in the field of 
social security are of particular interest to 
American physicians. They have revealed 
boldly and unmistakably the physician’s in- 
herent and universal need for freedom from 
third-party interference with the practice 
of medicine. Such activities should not only 
fortify but inspire the efforts of American 
medicine to solve our socio-economic prob- 
lems without resort to governmental sub- 
sidy or control. 

On the international stage, The World 
Medical Association has endeavored to 
counter efforts of the International Social 
Security Association and the International 
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Labour Organization to promote state med- 
icine under social security programs. The 
World Medical Association has earned the 
respect of the International Labour Organ- 
ization for its defense of the interests of 
medicine against the International Labour 
Organization Convention for Medical So- 
cialization in 1952. Now The World 
Medical Association is attempting to wrest 
from the International Labour Organiza- 
tion the recognized world leadership in the 
field of occupational medicine. 


The World Medical Association has en- 
gaged in efforts to protect medical research, 
and to safeguard the National Pharm- 
acopoeias and the rights of individuals dis- 
covering new drugs and agents to name 
them. 

The World Medical! Association has 
served the profession by representing it in 
relation to the World Health Organization 
—the official health agency of the United 
Nations. In the attempt by WHO and other 
agencies to draft an International Code of 
Medical Law, W.M.A. has insisted that 
such a code be based upon ethical principles 
acceptable to the profession. 

For all these activities, and for many 
more which demand our attention, addi- 
tional funds are needed. Each new member 
not only contributes his nominal member- 
ship dues, but, more vitally, he lends his 
name and influence to the program of the 
W.M.A. and of its United States Commit- 
tee. 

America’s world leadership challenges 
America’s physicians to make the United 
States Committee a truly impressive and 
representative body of American physi- 
cians. 

Every individual physician in the United 
States is eligible for membership in the 
United States Committee. Annual member- 
ship dues are $10.00. The dues for Patron 
Members are $100.00 or more. Many of our 
members regularly make contributions to 
the United States Committee, in addition 
to their annual dues. All such contributions 
to this committee are tax deductible. 

As the international voice of organized 
medicine, The World Medical Association 
is speaking for you. It is seeking to pro- 
mote and protect your interests. You are 
urgently invited to help these efforts along, 
by joining the United States Committee, 
and participating in its work. 


COMMITTEES AND ORGANIZATIONS 


481 


The following article was received from the 
Council on Medical Service of the American Medi- 
cal Association. 

The Program of the Sears Foundation To Improve 
Medical Care 

The American Medical Association has, for the 
past two years, been cooperating with the Sears- 
Roebuck Foundation in a program which it is 
hoped will supplement all our placement service 
efforts in providing improved medical care where 
there is the greatest need. 

The Foundation makes an annual grant of $125,- 
000 which is placed in a revolving fund and made 
available to physicians desiring to establish prac- 
tices or to improve existing facilities. In some 
instances the expansion and improvement of exist- 
ing facilities will be of greater value in providing 
more adequate medical services than the building 
of a new facility. The primary objective is to im- 
prove medical services and facilities in suburban 
and rural areas. This grant will be continued for 
a period of ten years providing there is an actual 
need for the program. 

The Foundation’s Medical Advisory Board, ap- 
pointed by the trustees of the A.M.A., screens all 
applications for loans available from this fund. 
These board members represent various geograph- 
ical areas and may be called upon for assistance 
and advice regarding the loan program. North Caro- 
lina is represented in the Southern territory, and 
Drs. David Henry Poer, of Atlanta, Georgia, and 
J. P. Culpepper of Hattiesburg, Mississippi, serve 
as this region’s representatives on this Board. All 
applications will be screened first by them, 

The interest rate ranges from zero to 6 per cent 
over a 10-year period depending on the rapidity 
of repayment. There is no charge for administering 
the program, as this cost is met by additional 
Foundation Funds. To date the Foundation has 
made 22 loans, affecting 33 physicians, in 13 states, 
totalling $172,000. Loans have gone to general 
practitioners, specialists, partnerships, and medi- 
cal groups. So that applications may be processed 
efficiently, there are two cut off dates .. , October 
1, and April 1. Applications received prior to Oc- 
tober 1 will be decided upon no later than Decem- 
ber 15. Applications received between October 1 and 
April 1 shall be decided upon no later than June 15. 

Every placement service receives requests for 
information concerning areas where there is a need 
for a physician and also requests from physicians 
seeking locations. It may be that the Sears Founda- 
tion revolving assistance fund can be of value in 
such cases, 

Copies of this Plan of Assistance brochure are 
available through the State Medical Society head- 
quarters office. Please make your requests to Mr. 
James T, Barnes, Executive Secretary. 

This program can be of service to all of us in 
our efforts to provide improved medical care in 
those areas of need in our state, 


BULLETIN BOARD 


COMING MEETINGS 


Eighth District Medical Society, Annual Meeting 
—Hotel Robert E. Lee, Winston-Salem, Novem- 
ber 1, 


Seaboard Medical Association, Annual Meeting— 
Rocky Mount, December 2-4, 


Gaston Memorial Hospital Symposium—Gastonia, 
November 28. 


Southeastern States Seminar on Cancer—Jack- 
sonville, Florida, November 7-8. 


American College of Obstetricians and Gynecol- 
ogists, Fifth Annual Clinical Meeting—The Palmer 
House, Chicago. 


American College of Chest Physicians, Ninth An- 
nual Postgraduate Course—Hotel Sheraton, New 
York City, November 12-16, 

American Public Health Association, Eight- 
Fourth Annual Meeting—Convention Hall, Atlantic 
City, November 12-16, 

American Medical Association, Tenth Annual 
Clinical Meeting—Seattle, Washington, November 
27-30. 

Southern Branch, American Public Health As- 
sociation—Asheville, May 29-31, 1957. 

Bahamas Medical Conference—Naussau, Decem- 
ber 1-15. 


NEWS NOTES FROM THE 
DUKE UNIVERSITY SCHOOL OF MEDICINE 


The Duke University School of Medicine cord- 
ially invites you to attend and participate in its 
Thursday Teaching Program. This program begins 
Thursday, October 11, and will continue throughout 
the year on each succeeding Thursday. 

The schedule of instruction is as follows: 

10:00 a.m.-11:00 a.m.—Conference alternating be- 
tween Pediatrics, Psychia- 
try, Obstetrics and Surgery 

11:00 a.m,-12:00 noon—Clinicopathological Confer- 
ence 

12:00 p.m.- 1:00 p.m.—Medical Grand Rounds 

1:00 p.m.- 2:00 p.m.—Lunch as the guest of the 
Faculty of the School of 
Medicine. 

Those who desire to work in the various clinics 
or observe are cordially invited to do so. No prev- 
ious arrangement is necessary for any of the above 
exercises. 

Category I credit is allowed by the American 
Academy of General Practice. In order to obtain 
this credit, it is necessary to register with the 
Director of Postgraduate Medical Education, Duke 
Hospital. 


* * 
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A report on anesthesia, one of the newest fields 
in medicine, was telecast nationally from Duke 
Hospital on Sunday afternoon, September 16. 

The half-hour show was the second in the 1956- 
1957 “Medical Horizons” series, and was carried 
live from coast-to-coast by the ABC television 
network, 

“Medical Horizons” master of ceremonies Don 
Goddard came to Durham to interview Dr. C. Ron- 
ald Stephen, chief of Duke Hospital’s Division of 
Anesthesiology. Scenes in the induction, operating, 
and recovery rooms of Duke Hospital demonstrated 
anesthesia techniques used to provide freedom from 
pain during surgery. Another portion of the pro- 
gram touched on recent advances in anesthesiology. 

“Medical Horizons” is sponsored by Ciba Pharm- 
aceutical Products, Inc. and produces the weekly 
program on medical advances in cooperation with 
the American Medical Association. 


NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

A total of 66 freshman medical students began 
classwork at the University of North Carolina 
School of Medicine on September 20. 

Among the 66 students, 62 are North Carolinians 
and 4 are from outside the state. One of these 
out-of-state students is the only woman in the 
class. 

a 

Dr. Carl E. Anderson, associate professor of 
biochemistry and nutrition, delivered the White- 
head Lecture held at Memorial Hospital on Sep- 
tember 18. Dr. Anderson spoke on the subject 
“Aims of a Medical Education.” 


* 


Planning sessions for postgraduate’ medical 
courses were held recently in Greenville and Eden- 
ton for courses to be offered during the winter, it 
was announced by Dr. W. P. Richardson, assistant 
dean for Continuation Education. The First Dis- 
trict Postgraduate Medical Course will be held 
Wednesday afternoons and evenings for six weeks 
beginning January 23, and the Greenville Post- 
graduate Medical Course will be offered Thursday 
afternoons and evenings for six weeks beginning 
January 24. Dr. L. P. Williams is the chairman for 
the Planning Committee for the First District 
course, and Dr. John L. Watters is chairman of 
the Planning Committee for the Greenville course. 

+ 

Dr. John N. Fortin, instructor in psychiatry at 
the University of North Carolina School of Medi- 
cine and psychiatrist of the University Infirmary, 
was one of two representatives from the South at 
the International Working Conference on Student 
Mental Health at Princeton University, September 
5-15. 

Prior to coming to Chapel Hill, Dr. Fortin was 
instructor in psychiatry at the University of Colo- 
rado and psychiatrist of the Student Health Service 
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there. He also has served as senior resident at the 
Cincinnati General Hospital of Cincinnati, Ohio. 
* ~ 

Dr. Warner L. Wells, assistant professor of sur- 
gery, has recently been named to the editorial 
board of the Journal of History of Medicine and 
Allied Sciences. The Journal is published by the 
Yale University Press under the editorship of Dr. 
John F, Fulton, who is Sterling professor of the 
history of medicine, and keeper of medical history 
collections at Yale University. 

Dr. Charles Raymond Spell recently was named 
assistant professor in the Department of Medicine 
in Biochemistry. This is a department of the 
University of North Carolina School of Medicine. 
He received his A.B. degree from Wofford College, 
his M.S. degree from the University of Georgia, and 
his Ph.D. degree from UNC last year. 

Dr. J. Logan Irvin, associate professor of bio- 
chemistry, has recently completed nine months of 
research at the National Institutes of Health at 
Bethesda, Maryland, His research on the bio- 
synthesis of proteins and nucleic acids of normal 
liver and of liver tumors was supported by a 
fellowship from the Guffenheim Memorial Founda- 
tion. This work was done in collaboration with Dr. 
George H. Hogeboom, chief of the Section on Cellu- 
lar Physiology of the National Cancer Institute, 
and Dr. DeWitt Stetten, associate director of the 
National Institute of Arthritis and Metabolic Dis- 
eases. His wife, Dr. Elinor Moore Irvin, also was 
associated with him in this research. 

A bronze display case has been presented to the 
North Carolina Memorial Hospital at the Univer- 
sity of North Carolina by Mrs. Birdie Pritchard 
Davis in memory of her late husband, Dr. Royall 
O. E. Davis. 

Dr. Davis received his Bachelor’s degree from 
the University of North Carolina in 1901, and was 
awarded a Ph.D. degree in 1903. He remained at 
the University as a member of the faculty until 
1909. 

Mrs. Davis is a volunteer worker at the hos- 
pital. She has been doing volunteer work since 
the Hospital actually opened September 2, 1952. 
At the present time, Mrs. Davis averages 160 
hours a month volunteer work. 

Dr. Robert R. Cadmus, director of Memorial 
Hospital, said the display case would be used for 
various types of exhibits concerning the Division 
of Health Affairs. 


GASTON MEMORIAL HOSPITAL SYMPOSIUM 
Dr. Nicholson J, Eastman, professor of obste- 
trics at Johns Hopkins University and obstetrician 
in chief at Johns Hopkins Hospital, will be the 
guest speaker for the Fifth Annual Gaston Me- 
morial Hospital Symposium to be held in Gastonia 


on Wednesday, November 28. Dr, Eastman will 
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speak at 4:00 p.m. on “Apnea Neonatorum,” and 
his topic for the evening meeting will be “Matern- 
ity Care in Global Perspective.” 

All sessions will be held at the Masonic Temple. 


AMERICAN CANCER SOCIETY 
North Carolina Division 

‘““Breast Cancer” was discussed at the Medical 
Session of the annual meeting of the American 
Cancer Society, North Carolina Division, held 
October 14, at the Sir Walter Hotel, Raleigh. 
Speakers were Dr. Cushman D. Haagensen, pro- 
fessor of surgery, Columbia University Medical 
School and Presbyterian Hospital, New York; and 
Dr. Robert P. Morehead, professor of pathology, 
Bowman Gray School of Medicine, Winston-Salem. 


NORTH CAROLINA STATE BOARD OF HEALTH 

On Saturday, September 22, Radio Station WPTF 
in Raleigh, began broadcasting the State Board 
of Health program—‘Your Health and You”—at 
6:15 p.m. rather than 1:15 p.m, as formerly. The 
change is expected to give the program many new 
listeners. 

The same program, in narrative form, is carried 
over Station WWNC, Asheville each Saturday 
morning at 9:15. As a public service, Station WPTF 


tapes both programs, without cost to the state, 


sends one tape to Asheville, and retains one for 
broadcast from Raleigh. The scripts are written 
by William P. Richardson of Raleigh. 


* 


The opening of the hunting season in North 
Carolina drew a sharp reminder from safety 
specialists of the North Carolina State Board of 
Health to guard against accidental deaths and 
injuries from firearms. 

Dr. Charles Cameron, Jr., accident epidemiolo- 
gist of the Board of Health, cited the 50 deaths 
from fireams in 1955 and the 83 deaths in 1954 
as a grim warning of the dangers associated with 
the handling and use of firearms. 

The Board of Health passes on these ten com- 
mandments of gun safety: 

1. Treat every gun with the respect of a loaded 
gun, 

2. Always unload a weapon before putting it 
away and then store it in a place inaccessible to 
children. 

3. Always carry a gun so that the direction of the 
muzzle can be controlled even if the hunter should 
stumble. 

4. Be sure of the target before pulling the trig- 
ger. 

5. Never leave a gun unattended 
unload it first. 

6. Never climb a fence or tree with a loaded gun. 

7. Never shoot at a flat, hard surface or the 
surface of water. 

8. Never point a gun at anything you don’t want 
to shoot. 

9. Gunpowder and alcohol make a lethal mixture. 


unless you 


| 
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NORTH CAROLINA HEART ASSOCIATION 


A new film, which takes the observer behind the 
scenes in research laboratories where men of 
science work to unravel the secrets of the heart, 
is now available for public showings, according to 
an announcement by the North Carolina Heart 
Association. William W. Wood, executive director 
of the State Heart Association, described the film 
as “a tribute to scientists and research centers 
dedicated to the search for truth.” 

“Secrets of the Heart” is the title of the film, 
which is available for showings, to students and 
teachers, physicians, nurses, and social and civic 
clubs by application to chapters of the Heart 
Association or local Heart Committees. Inquiries 
may also be addressed to the North Carolina Heart 
Association, Miller Hall, Chapel Hill. 

As a result of the 1956 Heart Fund drive last 
February, more than $80,000 has been granted to 
heart scientists in the three medical schools of the 
state. 

” 

The North Carolina Heart Association held its 
seventh annual meeting in Asheville on September 
15 and 16. Participating in the program were Dr. 
Harold D, Green of The Bowman Gray School of 
Medicine; Drs. E. Harvey Estes, Albert Heyman, 
and John B. Hickman of Duke; and Drs. Edward 
©. Curnen and Myron G. Sandifer of the Univer- 
sity of North Carolina. 


EIGHTH DISTRICT MEDICAL SOCIETY 


The annual meeting of the Eighth District Med- 
ical Society will be held Thursday, November 1, at 
the Robert E,. Lee Hotel in Winston-Salem. The 
following program has been arranged: 

2:30 p.m.—Panel Discussion: “The Diagnosis and 
Management of Coronary Disease”— 
Dr. J. J. Crutchfield, leader; Dr. Glenn 
Sawyer, Dr. Emory Miller, and Dr. 
Kenneth Tyner 
Intermission—10 minutes 
Panel Discussion: “The Diagnosis and 
Management of Gallbladder and Biliary 
Tract Diseases’—Dr. Richard Myers, 
leader; Dr. George Wood, Dr. James 
Marshall, and Dr. David Cayer 

5:00 p.m.—Social Hour 

6:00 p.m.—Banquet 
“These Days of our Life’—Dr. Dale 
Gramley, President of Salem College 
and Academy. 

Ladies are cordially invited to attend the meet- 
ing. A suite of rooms, light refreshments, and 
numerous attractions will be provided for their 
entertainment. A brief meeting of the Medical 
Auxiliary will be held at 4:30 p.m. 

Physicians are urged to mark this date on their 
calendar now. Reservation cards will be mailed at 
a later date. 
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SEABOARD MEDICAL ASSOCIATION 

The Seaboard Medical Association will hold its 
sixty-first annual meeting at the Ricks Hotel, 
Rocky Mount, December 2, 3, 4. This meeting is 
being held later than usual this year so that it will 
not conflict with the Southern Medical Association 
meeting in Washington, D. C. 


RALEIGH ACADEMY OF MEDICINE 

The. Raleigh Academy of Medicine will hold its 
eighth annual symposium at the Carolina Hotel 
in Raleigh on Thursday October 25. The program, 
which will deal with disorders of the chest, has been 
arranged to interest all groups of the medical pro- 
fession. 

Speakers will be Dr. Edward A. Gaensler of Bos- 
ton, Dr. Gustof E. Lindskoq of New Haven, Dr. 
Ralph Alley of Boton, and Dr. K. Maxwell Chamber- 
lain of New York. 

All physicians are invited to be quests of the 
Academy for this meeting. 


SOUTHERN BRANCH, AMERICAN PUBLIC 
HEALTH ASSOCIATION 
The Southern Branch of the American Public 
Health Association will meet in Asheville, May 
29, 30, and 31, 1957, Other scientific organizations 
are urged to note the dates in order to avoid con- 
flicts. 


ROBESON COUNTY MEDICAL SOCIETY 

The Robeson County Medical Society held its 
monthly meeting September 4, at the Lorraine 
Hotel, Lumberton. Guest speaker was Dr. Will C. 
Sealy, professor of thoracic surgery, Duke Uni- 
versity School of Medicine, Durham, He spoke on 
“Diseases of the Chest.” 

New members welcomed to the Society were: 
Dr. Howard E. Straweutter and Dr. Clarence M. 
Easley of Lumberton, and Dr. J. Lloyd Pate of 
Bladenboro. 

The officers for this year are Dr. T. H. 
Mees, president; Dr. R. E. Hooks, vice president; 
and Dr. D, E. Ward, Jr., secretary and treasurer. 


EDGECOMBE-NASH MEDICAL SOcIETY 
Dr. Woodall Rose was in charge of a forum on 
medicolegai problems at the September meeting of 
the Edgecombe-Nash Medical Society. A number 
of lawyers participated in the discussion, which 
was then opened for comments and questions by 
the members of the society. 


NEWS NOTES 
Dr. James B. Lounsbury has announced the re- 
moval of his office to 1006 Grace Street, Wilming- 
ton. His practice is limited to obstetrics and gyne- 
cology. 


+ * * 


Dr. Vernon H. Youngblood has announced the 
association of Dr. Edwin M. Tomlin in the practice 
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of urology and urologic surgery at the Youngblood- 
Tomlin Clinic, Kannapolis Highway, Concord. 

Dr. James A. Barnes has opened his office for 
the practice of pediatrics at William and Mary 
Apartments, 405 North Spring Street, Winston- 
Salem. 

* ” 

Dr. Paul L. Garrison has opened his office for 
the practice of internal medicine at 720 West 
Fifth Street, Winston-Salem. 

a ” 

Dr. Louis C, Spillman has announced the open- 
ing of his office for the general practice of medi- 
cine in the Blalock Building, Pilot Mountain. 

a ” 

Dr. John R. Bumgarner has opened his office 
for the practice of cardiology at 342 North Elm 
Street, Greensboro. 


SOUTHEASTERN STATES SEMINAR OF CANCEK 
The Southeastern States Seminar on Cancer will 

be held in Jacksonville, Florida, on November 7 

and 8. The preliminary program is as follows: 


November 7 
Morning 

Early Recognition and Treatment of Breast Tu- 
mors—Dr. Everett D. Sugarbaker 

Treatment of Recurrent and Late Carcinoma of 
the Breast—Dr. Elliott Scarborough 

The Value of Extended Surgery for Carcinoma 
of the Breast: (a) Internal Mammary Dissec- 
tion; (b) Oophorectomy; (c) adrenalectomy; 
(d) Hypophysectomy—Dr. Sugarbaker 

Panel Discussion on Management of Carcinoma 
of the Breast: Dr. Sugarbaker, chairman; Dr. 
Scarborough, Dr. Eugene P. Pendergrass, and 
Dr. William Meissner 

Radiological Aspects of Malignant Tumors of the 
Lung—Dr. Pendergrass 

Surgical Aspects of Malignant Tumors of the 
Lung—Dr. Alton Ochsner 


Afternoon 

The Role of Cytology in Early Diagnosis of 
Malignancies: Dr. Emerson Day, chairman; 
Dr, Cyrus C. Erickson, Dr. Ruth Graham 

Treatment of Carcinoma of the Cervix—Dr. Wil- 
lard Allen 

Panel Discussion on Female Genital Neoplasm 
Other Than Carcinoma of the Cervix: Dr. 
Allen, chairman, Dr. Day, Dr. Erickson, Dr. 
Graham, Dr, Meissner, Dr. Pendergrass, Dr. 
Scarborough 

Tumor Therapy—Dr. Alfred Gellhorn 


November 8 
Morning 
Carcinoma of the Stomach—Dr. George T. Pack 
Incidence, Detection, and Management of Polyps 
of the Colon and Rectum—Dr,. Michael R. 
Deddish 
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The Role of Radiology in Early Detection of 
Colonic Tumors—Dr. Robert D. Moreton 

Recent Advances in Management of Cancer of the 
Colon—Dr. Richard B. Cattell 

Panel Discussion on Diagnosis and Treatment 
of Carcinoma of the Colon and Stomach: Dr. 
Deddish, Chairman; Dr. Cattell, Dr. Meissner, 
Dr. Robert D. Moreton, Dr. Pack 

Precancerous Skin Lesions, Hemangioma, Cu- 
taneous Carcinogenic Effect of Sunlight, and 
Basal Cell Epithelioma—Dr. George Clinton 
Andrews 


Afternoon 

Tumors of Soft Tissues—Dr. Pack 

Squamous Cell Epithelioma and Melanoma—Dr. 
Andrews 

Panel Discussion on Tumors of the Skin and Sub- 
cutaneous Tissue: Dr. Andrews and Dr, Pack 

Carcinoma of the Larynx: Present Concept of 
Management—Dr. Danely P. Slaughter 

Surgery and Radioactive Iodine in the Man- 
agement of Tumors of the Thyroid—Dr, Edgar 
L. Frazelle 


Panel Discussion on Tumors of the Head and 


Neck: Dr. Scarborough, Chairman; Dr. Cattell, 
Dr. Frazell, Dr. Meissner, Dr. Slaughter 


BAHAMAS MEDICAL CONFERENCE 

The next Medical Conference of the Bahamas 
will be held in Nassau December 1-15. Informal 
meetings and discussion groups will be held at 
convenient hours, allowing ample time for recrea- 
tional activities. 

Special reduced hotel rates have been arranged 
for the participants in the conference and their 
families. Reservations and travel arrangements 
may be made through the Allen Travel Service, 
Inc., at 550 Fifth Avenue, New York 36, New York. 

For tax purposes a certificate will be issued to 
doctors taking part in the conference. The regis- 
tration fee is $75. There are no other fees. 


NEWS NOTES FROM THE 
AMERICAN MEDICAL ASSOCIATION 


Two New Health Films 

The A.M.A, Film Library recently acquired two 
non-technical films that explain the functions of 
the heart and endocrine glands. Both films are so 
simply and effectively illustrated that they may 
be understood by any lay audience. Designed 
primarily for college hygiene and health educa- 
tion classes, these films are excellent teaching 
devices for any public group a medical society 
might wish to reach. Bookings may he arranged 
through the Film Library. The films are entitled 
“Common Heart Disorders and Their Causes” (17 
minutes), and “Endocrine Glands—How They Af- 
fect You” (i5 minutes), 
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A.M.A. to Co-Sponsor Medico-Legal Films 
A series of films on medico-legal problems will 
be produced by the pharmaceutical firm of Wil- 
liam 8. Merrell Co. of Cincinnati in cooperation 
with the A.M.A.’s Law Department. The first film 
—dealing with the doctor as a medical expert 
witness—will be previewed next month (November) 
at the A.M.A.’s Clinical Session in Seattle. This 
film will be available for showings at state and 
county medical society meetings after December 
15. 
A.M.A. Cooperates In Industrial Health 
Program At Safety Congress 
At the National Safety Congress to be held this 
month (October) in Chieago, the A.M.A.’s Coun- 
cil on Industrial Health is co-sponsoring a special 
program on “Medicine in Industry” with the Amer- 
ican Society of Safety Engineers and the Occupa- 
tional Health Nursing Section of the National 


Safety Council, The one-day session held on Oc- 
tober 25 will feature outstanding medical authori- 
ties discussing the following; (1) “The Injured 


Back in Industry”—J. Huber Wagner, M.D., chief 
surgeon, U,. 8. Steel Corp., Pittsburgh; (2) “Vision 
in Industry”—E. B. Spaeth, M.D., chairman, A.M.A. 


Committee on Estimation of Loss of Visual Ef- 


ficiency, Phliadelphia; (3) “Physical Examination 


of Industrial Workers’”—O. T. Mallery, Jr., M.D., 
director, Institute of Industrial Health, University 
of Michigan, Ann Arbor; Logan T. Robertson, 
M.D., Occupational Health Services, Asheville, 
North Carolina, and Charles E. Thompson, M.D., 
Health Research Center, Chicago. 


All Aboard for A.M.A.’s Meeting In Seattle 

A.M.A,’s Tenth Clinical Meeting, to be held 
November 27-30 in Seattle, will focus attention on 
the diseases and conditions most frequently met 
by America’s family physicians. More than 2,500 
physicians are expected to attend the meeting. 
Center of activities will be the Civie Auditorium 
where scientific sessions will be held and the more 
than 200 scientific and technical exhibits will be 
displayed. Headquarters for the House of Dele- 
gates and meetings of the Board of Trustees, 
councils and reference committees will be the 
Olympic Hotel. 


Time to Book Those Exhibits for Next Year! 


Attendance at state and county fairs this year 
exceeded all previous records in many areas, the 
A.M.A,. Bureau of Exhibits reports. Since there 
seems to be a definite swing back to large attend- 
ance at such gatherings, medical society commit- 
tees and executives are urged now to investigate 
the possibilities of exhibit space for next year. As 
soon as such space has been obtained, medical so- 
cieties should contact the Bureau for reservations 
for specific A.M.A. health exhibts. 
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“March of Medicine” TY Show Reports 
On Missionary Medicine 

The story of missionary medicine will be pre- 
sented in a one-hour “March of Medicine” docu- 
mentary telecast this month. The program will be 
beamed to the general public over 75 stations of 
the NBC-TV network Tuesday, November 27 at 
9:30 p.m., EST, in place of the “Armstrong Circle 
Theatre.” Check local newspapers for time of 
broadcast in your area. 

Produced and sponsored by Smith, Kline and 
French Laboratories in cooperation with the Amer- 
ican Medical Association, this will be the first med- 
ical program of its kind to be televised in color. 
The program will follow the daily activities of Dr. 
John E. Ross who has served for the past eight 
years as a mission doctor in the Belgian Congo. 

A special showing of the missionary medicine 
film will be presented the same evening—Novem- 
ber 27—at the A.M.A.’s Tenth Clinical Meeting in 
Seattle. 

A.M.A. Produces New Radio Series On 
Medical Progress 

A “hit parade” of popular songs and medical 
innovations of the years beginning with 1895 to 
the present is the theme of the American Medical 
Association’s new radio transcription series, En- 
titled “Health and Harmony,” this series of 13 
programs traces medical progress in five-year in- 
tervals. 

Medical information is presented by W. W. Bol- 
ton, M.D., and Fred V. Hein, Ph.D., of the Bureau 
of Health Education while the musical portions 
are by a barber shop quartet. This series will be 
released at the end of December. Further informa- 
tion may be obtained from the Bureau of Health 


Education. 


Auxiliary Launches “Today's Health” Drive 

Local Woman’s Auxiliary groups are moving 
full steam ahead on the current Today’s Health 
subscription drive. In keeping with the 1956-1957 
national campaign theme of “Increased Reception 
Room Readership,” auxiliaries are urged to place 
the popular A.M.A. health magazine in every phy- 
sician and dentist office in the country. 

A.M.A. Prepares List of Health Film Sources 

Medical society program and public relations 
chairmen will be especially interested in the book- 
let entitled, “A List of Sources of Films on the 
Subject of Health,” recently prepared by the 
A.M.A.’s Council on Scientific Assembly. The list 
includes the sources of motion pictures on the sub- 
ject of health which have come to the Council’s 
attention. The booklet is arranged in three parts: 
(1) loan, rental and sales libraries; (2) state 
health department film libraries; (3) catalogues 
and special film lists. For complete listings of 
films, physicians should write directly to the sources 
listed. Copies of this booklet may be obtained from 
Motion Pictures and Medical Television, A.M.A. 
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AMERICAN COLLEGE OF SURGEONS 


The surgery of tomorrow as it is emerging from 
research in surgical problems and techniques today 
was described at the forty-second annual Clinical 
Congress of the American College of Surgeons held 
in San Francisco October 8 to 12. More than 200 
:eparate reports of research projects in surgery 
were presented by teams of surgeons from medical 
centers and hospitals throughout the nation in the 
five-day Forum on Fundamental Surgical Problems, 
one of the leading features of the Congress. 


Dr. Daniel C. Elkin of Lancaster, Kentucky, for 
many years professor of surgery at Emory Uni- 
versity, Atlanta, Georgia, was installed as new 
president of the College at the annual convocation 
October 12, at which time 1,000 surgeons were 
initiated as fellows of the American College of 
Surgeons, bringing the total membership to nearly 
22,000, The retiring president is Dr. Warren H., 
Cole of Chicago, professor of surgery at the Uni- 
versity of Illinois College of Medicine. 


THE FORD FOUNDATION 
The Ford Foundation recently announced grants 


totaling $21,750,000 to strengthen instruction in the 
44 privately-supported medical schools now in op- 
eration in the United States, 


The grants are in the amount of $500,000 to each 
of 43 four-year institutions and $250,000 to the 


two-year medical school at Darthmouth College. 
Hanover, N. H. They were authorized by the Found- 
ation’s board of trustees upon the recommendations 
of a special advisory committee headed by Dr. 
Lee DuBridge, president of the California In- 
stitution of Technology. 


In announcing the grants the Foundation indi- 
cated it expects to disburse the balance of the 
$90,000,000 appropriation during the current ac- 
ademic year. 

Institutions receiving the $500,000 grants in- 
cluded the Bowman Gray School of Medicine of 
Wake Forest College and the Duke University 
School of Medicine. 


NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 


December 1 is the deadline this calendar year for 
submitting applications to the National Founda- 
tion for Infantile Paralysis for postdoctoral fel- 
lowships. Applications submitted before that date 
will be considered by the appropriate National 
Foundation Fellowship Committee in February. 

The next deadline for application will be March 
1 for consideration in May. 

For further information write: Division of Pro- 
fessional Education, National Foundation for In- 
fantile Paralysis, 120 Broadway, New York City, 
New York. 
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SISTER ELIZABETH KENNY FOUNDATION 


The Sister Elizabeth Kenny Foundation has 
announced a program of postdoctoral scholarships 
to promote work in the field of neuromuscular dis- 
eases. These scholarships are designed for scien- 
tists at or near the end of their fellowship training 
in either basic or clinical fields concerned with the 
broad problem of the neuromuscular diseases. 

The Kenny Foundation Scholars will be appointed 
annually, Each grant will provide a stipend for a 
five-year period at the rate of $5,000.00 to $7,000.00 
a year, depending upon the scholar’s qualifications, 
Candidates from medical schools in the United 
States and Canada will be eligible. 

Inquiries regarding details of the program 
should be addressed to: Dr, E. J. Huenekens, Medi- 
cal Director, Sister Elizabeth Kenny Foundation, 
2400 Foshay Tower, Minneapolis 2, Minnesota, 


BLoop 


attended 


ASSOCIATION OF 


delegates 


AMERICAN BANKS 


Eight hundred nineteen the 
ninth annual meeting of the American Association 
of Blood Banks which met jointly with the Sixth 
Congress of the International Society of Blood 
Transfusion September 3-5, at the Somerset Hotel 
in Boston, Massachusetts. 

The following officers of the American Asso- 
ciation of Blood Banks were elected at its business 
session on September 4. 

President—Dr. E, E. Muirhead, Dallas Texas 

President-elect—Dr. Osear B. Hunter, Jr., Wash- 

ington, D. C, 


Vice President—Dr. Morten 
Boston, Massachusetts 


Grove-Rasmussen, 


Treasurer—Mrs. Bernice Hemphill, San Fran- 


cisco, California (re-elected) 


Secretary—Miss Marjorie Saunders, Dallas, 


Texas (re-elected) 
The tenth annual meeting of the Association 
will be held at the Sherman Hotel in Chicago, Illi- 
nois, November 4-5-6, 1957. 


HEALTH ASSOCIATION 


AMERICAN PUBLIC 


vaccines 
associated with 


Reports of experimental research on 


against viruses, including those 
the common cold, will be presented before the 
eighty-fourth annual meeting of the American 
Public Health Association and meetings of 40 re- 
lated organizations in Convention Hall, Atlantic 


City, New Jersey, November 12-16. 


Progress and evaluation of a wide variety of 
public health activities, from prevention of high- 
way accidents through fluoridation of community 
water supplies and statistical studies of chronic 
and mental disease, will be during 81 
scientific sessions, according to Dr. Reginald M. At- 
water, executive secretary of the association. 


reported 


me 
“ide 


The Neuroses In Clinical Practice, By 
Henry P. Laughlin, M.D. 802 pages. Price, 
$12.50. Philadelphia and London: W. B. 
Saunders Company, 1956, 

This is one of the most comprehensive books yet 
written on the neuroses. This review has been 
delayed because the reviewer waited until he 
could read the book literally from beginning to 
end. There is a good deal of repetition in it, but 
that makes it more valuable as a reference work, 
It is richly illustrated with actual case reports, 
216 in all, which add to the effectiveness of the 
work, 

The author develops the concept that anxiety is 
the basis of most neuroses, and calls the modern 
era the “Age of Anxiety.” The first chapter is 
devoted to the nature and origins of aniety. Suc 
ceeding chapters are devoted to The Aniety Re- 
actions, Intrapsychic Mechanisms of Defense; The 
Phobie Reactions; The Illusory Gains of Emotio- 
nal Illness; The Conversion Reactions; The Dis- 
associative Reactions; Depression; The Fatigue 
Reactions; Overconcern with Health; The Obsess- 
ive-Compulsive Reactions; and The Neuroses Fol- 
lowing Trauma, 

Not all psychiatrists would go as far as the 
author in following Freud. Virtually all the neur- 
oses are charged to experiences in infancy or early 
childhood, and are treated chiefly by prolonged 
psychoanalysis. Dr. Laughlin’s emphasis upon psy- 
chotherapy in preference to the short cut of shock 
therapy is perhaps a wholesome reaction against 
the overuse of the latter method; but many general 
practitioners have achieved good results by shorter 
sessions with patients, eliciting the mental con 
flict going on in the patient’s mind, encouraging 
free mental catharsis, and then guiding the patient 
to reach a decision as to his future conduct. 

One minor criticism is the author’s habit of 
splitting infinitives, which is rather irritating to 
a medical editor, Perhaps, however, in noting 
literary mannerism the reviewer was influenced by 
his own obsessive-compulsive reaction, 

The book can be recommended to anyone who 
wants an up-to-date reference work on the neur- 


Oses, 


Sleep. By Marie Stopes. Price, $3.00. New 
York: Philosophical Library, 1956. 

The American public feels the need for more 
than two million doses of barbiturates annually. 
Unfortunately our statisticians can’t break this 
down by sex or age; perhaps it is a good thing 
they can’t, because the results might be frighten- 
ing. For those who yearn to sample barbiturates 
or the newer, more flamboyant hypnotics but fear 
to do so, Dr. Marie Stopes has just provided us her 
considered opinion on Sleep. Since the late Robert 
Benchley’s How to Sleep isn’t readily available at 
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neighborhood drive-ins, Dr. Stopes’ book deserves 
a hearing. 

Some years ago she made her reputation in 
Married Love and Enduring Passion, so it is indeed 
fitting that Sleep follow in her later years. Since 
her treatment of Married Love is hardly in a class 
with John O’Hara’s Butterfield 8, it follows that 
this book is not comparable to Washington Irving’s 
more endurable Mr. Van Winkle either as comedy 
or as tragedy. Yet a reassessment of sleep is ever 
pressing. Frank Yerby and other graduates of the 
Augean stable school of historical romance have 
lowered the bed to new depths, leaving sleep to 
anesthesiologists and dreams to psychiatrists. 

While Dr. Stopes obviously wallows in good in- 
tentions, she has apparently confused sieep with 
duplicate bridge, no mean feat. For she demands 
that beds be placed north-south. Now Mr. Goren’s 
north-south hands always have good cards but 
this does not help us to understand what sailors can 
do about their unmagnetized hammocks. Anyway, 
Victor Hugo beat her to the polar theory; Joly in 
Les Miserables slept north-south, but that didn’t 
cure his neurosis; nor did it prevent him from 
dying on the barricades. 

Since this is the centennial of Frued’s birth— 
and he certainly put sleep in its place—some fur- 
ther comments are indicated. For one thing Dr. 
Stopes lays claim to a sixth sense—North—some- 
where “between my shoulder blades and _ hips.” 
Now this clearly indicates a mineral component in 
prenatal life and even more obviously refers to the 
dust from whence we all came. Far be it from this 
reviewer to throw lodestones, but Dr, Stopes has 
been most unfair to Freud. She prefers the insight 
of F.W.H. Myers, a Victorian pioneer in studies of 
the psyche, who in truth was the first Victorian to 
discuss Frued’s work in English journals. The good 
doctor even denies that the brain works all the 
time. Some brains may certainly be dormant too 
often, but not Dr. Stopes’. Yet there is most cer- 
tainly a ready explanation: lack of central heating 
in England. Insufficient warmth in childhood is 
known to produce trauma which may pass un- 
recognized for long periods of time, while the 
thing desired early in life becomes the thought 
rejected in middle and old age. Within such narrow 
confines runs life, east-west as well as north-south. 

It is fitting that Philosophical Library published 
this book, for it may be taken only philosophically. 
When one reads that “the modern tendency is 
over-acidity,” and that a warm drink withdraws 
blood “from the brain,” what else is a body to do? 
Dr. Stopes doesn’t dream much either. More’s the 
pity, for she is missing some of life’s wildest 
chases and zaniest mysteries. Yet this could be 
remedied by trying some reserpine, which is said 
to foster most interesting dreams. 

Dr. Stopes’ book is amusing and irritatng by 
turns. While it isn’t much help in inducing sleep, 
it is a fine source for a few chuckles. Personally, 
this reviewer prefers Dr. Stopes’ father’s favorite 
Sunday hypnotic, a volume of Carlyle. 
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Application 
FOR SPACE IN THE SCIENTIFIC EXHIBIT 


1957 Annual Meeting Medical Society of the State of North Carolina 


Asheville City Auditorium Asheville, N. C. May 5, 6, 7, 8, 1957 
Fill Out and Mail to: SPACE AS RESERVED BY EXHIBITOR 


EVERETT |. BUGG, M.D., Chairman 
Committee on Scientific Exhibits 
Broad and Englewood Streets 
Durham, N. C. 


(Applications for space should be 
received before December 31, 1956) 
Dimensions and structure of Medical Society 
of the State of North Carolina Scientific booth 


are shown in accompanying illustration. 


1. Title of Exhibit: 

2. Description or nature of exhibit: (Attach brief description to this blank). 

3. Will you require shelf space? . 

4. Give approximate amount of back wall space needed. (Included in total space is two 
side walls of four feet in depth) 
. Name of institution co-operating in the exhibit (if desired) 
. Name of exhibitor: 


Title: 


oN KO Ww 


. Address (Street & No. (City) 
(a) First Associate 


(b) Second Associate 


The Medical Society of the State of North Carolina will provide without cost to the 
exhibitor the following: Exhibit space, sign for booth and current; provided all items are 
approved in advance by the committee. 


Cost of transporting exhibits to and from the meeting must be borne by the individ- 
ual exhibitor as well as costs of cards, signs, etc., which are a part of the exhibit. 


View boxes, furniture, decorations, etc., may be rented, if desired, by applying di- 
rectly to Shepard Display Company, 16 Yonge St., S.E., Atlanta, Ga., who supply equip- 
ment for the annual Medical Society of the State of North Carolina meeting. 


489 
its 


490 NORTH CAROLINA MEDICAL JOURNAL 


Ihe Month in Washington 


Reyardless of which party organizes the 
next Congress or who occupies the White 
House, health and welfare legislation pro- 
mises to take up considerable time and atten- 
tion of lawmakers. There is nothing to 
indicate that the general subject of health 
has lost its appeal either to the public or to 
men who run for political office. 

The national platforms on which the 
candidates of both parties have been cam- 
paigning are somewhat of a blueprint for 
the type of legislation to come in the Kighty- 
Fifth Congress, convening next January 
3; generally, both parties advocate more 
rather than less federal participation ii 
health and welfare programs. Here are some 
of the points in the two platforms: 

Aid to medical schools, The Republicans 
recommend “federal assistance to help build 
facilities to train more physicians and 
scientists” as a supplement to action of the 
Kighty-Fourth Congress authorizing fed- 
eral grants to schools and other groups for 
laboratory research facilities. The Demo- 
crats state: “We pledge ourselves to initiate 
programs of federal financial aid, without 
federal control, for medical education.” 

Aid to hospital construction, The Repub- 
lican plank: “Republican leadership has en- 
larged federal assistance for construction 
of hospitals.” The Democratic plank: “We 
pledge continuing and increased support for 
hospital construction programs.” 

Medical research, Republicans: “We have 
asked the largest increase in research funds 
ever sought in one year to intensify attacks 
on cancer, mental illness, heart diseases 
and other dread diseases.’’ Democrats: “We 
shall continue to support vigorously all 
efforts, both public and private, to wage 
relentless war on diseases .. . We commend 
the Democratic party for its leadership in 
obtaining greater Congressional authoriza- 
tions in this field.” 

Vocational rehabilitation. Republicans: 
“We have fully resolved to continue our 
steady gains in man’s unending struggle 
against disease and disability.” Democrats: 
“We pledge support to a vastly expanded re- 
habilitation program for these physically 
handicapped, including increased aid to 
states.” 


From the Washington Office of the American Medical 
Association. 
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Medical care. Republicans: “We have en- 
couraged a notable expansion and improve- 
ment of voluntary health insurance, and 
urge that reinsurance and pooling arrange- 
ments be authorized to speed this progress.” 
Democrats: “We pledge . . . increased fed- 
eral aid to public health services, particu- 
larly in rural areas.” 

Social security. Republicans: shall 
continue to seek extension and perfection 
of a sound social security system.’’ Demo- 
crats: “By lowering the retirement age for 
women and for disabled persons, the Demo- 
cratic Eighty-fourth Congress pioneered 
two great advances in social security .. . 
We shall continue our efforts to broaden 
and strengthen this program by increasing 
benefits to keep pace with improving stand- 
ards of living, by raising the wage base 
upon which benefits depend and by in- 
creasing benefits for each year of covered 
employment.”’ 


NOTES 


Further evidence that federal aid to medi- 
cal schools will be high on the agenda of the 
next Congress is the survey underway by 
the staff of the House Interstate and For- 
eign Commerce Committee. More than 50 
organizations have been sent letters request- 
ing background facts on financial needs of 
medical schools and the demand for medi- 
cal applicants “rather than arguments in- 
tended to support or oppose any particular 
form of federal aid.” The information is 
being gathered as a preliminary to hear- 
ings in the next Congress. 


Public Health Service announced the 
availability of 250 traineeship grants for 
graduate or specialized training of profes- 
sional public health personnel under the 
newly enacted Health Amendments (Omni- 
bus) Act. Emphasis is on bringing new 
and younger people into public health, men 
and women under 35 years of age. Congress 
voted $1 million for the program this year. 
Another 500 traineeships from a $2 million 
appropriation are offered for graduate 
nurses in administrative, supervisory and 
teaching positions. 


Classified Advertisements 


“LOCUM Tenens available Jan. 30, 1957” J. E. 
Wright, M.D. Office Phone 3401. Residence 
Phone 2968, Macclesfield, N. C. 
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A RESEARCH MILESTONE 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 


Specifically for Protein Anabolism— 


It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


CH, 


OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED — Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

posaGt—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered, For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

suppLy—Nilevar is available in uncoated, un- 
scored tablets of 106 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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KARO’ SYRUP ...meets the accelerated 
nutritional requirement of early infancy 


The high caloric requirements of in- 
fants, coupled with the fact that they 
have little ability to digest starchy 
food, are indications for the use of 
an easily digested carbohydrate milk 
modifier. 


Karo places a minimum demand 
upon the digestive system during the 
first weeks of life. Even premature 
babies thrive on Karo because this 
easily digested, completely utilized, 
fluid mixture of dextrins, maltose and 
dextrose does not induce flatulence, 
colic, fermentation or allergy. 


Karo permits easy adjustment of 


formula to meet the accelerated nutri- 
tional demand during the early 
months of rapid growth. Mothers will 
appreciate the ease of making formu- 
las containing Karo, plus its ready 
availability and economy. Light or 
dark Karo syrup may be used inter- 
changeably with cow’s milk or evapo- 
rated milk and water. Each ounce 
yields 120 calories. 


1906 + 50th ANNIVERSARY + 1956 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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NOW AVAILABLE... 


a unique new antibiotic 
of major importance 


PROVED EFFECTIVE AGAINST 


SPECIFIC ORGANISMS 
(staphylococei and proteus) 


RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


(Crystaffine Sodium Novobioc > Mi 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 
ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus vul- 
garis, including strains resistant to all other 
antibiotics, 


DOSAGE —Two capsules (500 mg.) twice daily mOo) 
> 
or one capsule (250 mg.) four times a day. 
MERCK SHARP & DOHME 


SUPPLIED—250 mg. capsules of ‘CarHomy- DIVISION OF MERCK CO, Inc 
CIN’, bottles of 16. PHILADELPHIA F, PA 


‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 
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In xeray equipment what will $4950 buy? 
A: This new G-E PATRICIAN 


complete with 200-ma control and transformer 


YOURS . . . General Electric quality . . . positions. You can take cross-table and 
complete diagnostic x-ray unit with tilt stereo views. Focal-film distances range up 
table .. . combined facilities for fluoroscopy to a full 40 inches at any table angle... 
and radiography—all for just $4950, f.o.b. as great as 48 inches cross-table. 
Milwaukee, U.S.A. The new PATRICIAN can be yours on 
New PATRICIAN gives you 81-inch liberal purchase terms . . . or can be leased 
angulating table... independent tubestand under the popular G-E Maxiservice® rental 
with choice of floor-to-ceiling or platform plan, Ask your General Electric x-ray rep- 
mounting . . . 200-ma, 100-kvp, full-wave resentative for all the facts. 
transformer and control , . , double-focus, 


rotating-anode tube, Progress /s Our Most /mportant Product 


Also, you get counterbalanced automatic 
Bucky, plus f ic screen that's als 
GENERAL @@ ELECTRIC 


° —N, ick, 1234 er St. 
CHARLOTTE — 1140 Elisabeth Ave. WILSON—A. L. Harvey, 1501 Branch St. 
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Evidence 


confirms and defines superiority over 
other Rauwolfia preparations in the 
treatment of HYPERTENSION 


e Rauwiloid represents the balanced, mutuaily potentiated 
actions! of several Rauwolfia alkaloids, of which reserpine and 
the equally antihypertensive rescinnamine have been isolated. 


® Hence, reserpine is not the total active antihypertensive prin- 
ciple of the rauwolfia plant. 


¢ Rauwiloid is freed of the undesirable alkaloids of the whole 
rauwolfia root. Recent investigations confirm the desirability 
of Rauwiloid (because of the balanced action of its contained 
alkaloids) over single alkaloidal preparations; ‘'... mental depres- 
sion...was...less frequent with alseroxylon...’’? 


The dose-response curve of Rauwiloid is flat, 
and its dosage is uncomplicated and easy to 
prescribe...merely two 2mg. tablets at bedtime. 


1, Cronheim, G., and Toekes, 1, M.; Comparison of Sedative Properties of Single 
Alkaloids of Rauwolfia and Their Mixtures, Meet, Am, Soc. V’harmacol, & Exper, 
Therap., lowa City, lowa, Sept. 5, 1955. 

2. Moyer, J. H.; Dennis, E.., and Ford, R.: Drug Therapy (Rauwolfia) of Hyperten- 
sion, 11. A Comparative Study of Different Extracts of Rauwolfia When Kach Is Used 
Alone (Orally) for Therapy of Ambulatory Patients with Hypertension, A.M.A, 
Arch, Int. Med. 96/530 (Oct.) 1955. 


‘. Rauwiloid is the original alseroxyion fraction of India-grown 
iker Rauwolifia serpentina, Benth,, a Riker research development, 
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BAKERS +H20 


20 CALORIES PER FLUID OZ. 


With little chance of error in Formula Preparation 


BAKER’S MODIFIED MILK* 


Designed for all infant feeding from 
birth to the end of the first’ year, 
Baker’s Modified Milk is a time-saver 
for busy physicians and busy hospitals. 


Baker’s Modified Milk is furnished 
gratis to all hospitals for your use. 


*Made exclusively from Grade A milk (U.S. 
Public Health Service Milk Code) which has been 
modified by replacement of the milk fat with 
vegetable and animal fats and by the addition 
of carbohydrates, vitamins and iron. 


THE BAKER LABORATORIES, INC. 


Mile Products Exclusively ft the Madival Phopsion 


MAIN OFFICE: CLEVELAND 3, OHIO PLANT: EAST TROY, WISCONSIN 


xX 
48 
Feeding pirections 
paket mositied milk 
(Normo! dilution for liquid provides 
20 calories per liquid ounce.) 
wa poker Boiled 
woatel 
after weet ot home port por 
spoon 1° 2 of provides 20 colorie* per ounce: 
: 
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Tablets 


Syrup 


Sterile 
Solution 


Ulcer protection 
that 
lasts all night: 


* 
Pam Ine wom 


Each tablet contains: 
Methscopolamine bromide .................. . 2.5 mg. 


Average dosage (ulcer): 
One tablet one-half hour before meals, and 1 
to 2 tablets at bedtime. 


Supplied: Bottles of 100 and 500 tablets 


Each 5 ce. (approx. 1 tsp.) contains: 
Methscopolamine bromide 


Dosage: 
1 to 2 teaspoonfuls three or four times daily. 


Supplied: Bottles of 4 fluidounces 


Each cc. contains: 
Methscopolamine bromide 


Dosage: 
0.25 to 1.0 mg. (14 to 1 ce.), at intervals of 6 to 8 
hours, subcutaneously or intramuscularly. 


Supplied: Vials of 1 cc. 


The Upjohn Company, Kalamazoo, Michigan 
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XLII 


for your complete insurance needs .. . 


* PROFESSIONAL 
* PERSONAL 
* PROPERTY 


CHOSEN BY MEDICAL SOCIETY OF THE STATE 
OF NORTH CAROLINA FOR PROFESSIONAL 
LIABILITY INSURANCE 


THERE 18 A SAINT PAUL AGENT IN YOUR 
COMMUNITY AS CLOSE AS YOUR PHONE 


Head Office: Charlotte, North Carolina 
412 Addison Bidg. Edison 2-1633 


Service Office: Raleigh, North Carolina 
323 W. Morgan Street. Temple 4-7458 


St. Paul Fire and Marine Insurance Co. 
St. Paul Mercury Insurance Co. 
St. Paul Mercury Indemnity Co. 


HOME OFFICE: 
111 W. FIFTH STREET 
ST. PAUL 2, MINNESOTA 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 

PSYCHIATRIC ILLNESSES AND 

PROBLEMS OF ADDICTION 

Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 

Modern Facilities 


MEMBER 
Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 


ALBERT F. BRAWNER, M. D. 
Assistant Director 


JAS. N. BRAWNER, JR., M. D. 
Medical Director 


P.O. Box 218 Phone 5-4486 
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body 

and the 


@ well tolerated, nonaddictive, essentially nontoxic 


well suited for 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


[nccclOnS? anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relarant action 


DISCOVERED AND INTRODUCED 
BY WALLACE LABORATORIES, New Prunswick, N.J. 


2-methy!-2-n-propyl-1,3-propanediol dicarbamale 


Patent 2,724,720 


SUPPLIED: 400 mg. acored tableta, Lenal dose: 1 or 2 tablets Lid, 


Literature and Samples Available on Request 


THE MILTOWN MOLECULE 


if 
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Greensboro—216 Commerce Place—Phone 3-8255 
High Point—513 Security Bank Bldg.—Phone 3955 


A SMART SECRETARY 
USES PLAIN "HORSE SENSE!" 


When a smart secretary makes suggestions, she makes 
good ones... the kind that not only saves the busy Doctor 
time and embarrassment, but puts money in the bank in- 
stead of un-paid bills in his past-due file. 

Your suggestion that the Doctor use the services offered 
by your Medical-Dental Credit Bureau will raise you even 
higher in his opinion. Your Medical-Dental Credit Bureau 
collects past-due accounts and at the same time, promotes 
good will. That’s mighty important... 
Medical-Dental Credit Bureau points to with pride... be- 
cause good will restores ex-patients! 

Yes, you’re using plain “horse sense” when you suggest 
to the Doctor that he call or write your nearest Medical- 
Dental Credit Bureau for full information without obliga- 
tion... today! 


DENTAL CREDIT BUREAUS 


Lumberton—!15 W. Second Street—Phone 
Raleigh—715 Odd Fellows Bldg.—Phone 3-9012 


3284 


Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures--electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy-—for nervous 
and mental disorders and problems of 
addiction, 


Brochure of Literature and Views Sent On Request +» P.O. Box 1514 - Phone 5-3245 


Staff PAUL V. ANDERSON, M.D., President 
KEX BLANKINSHIP, M.D., Medical Director 


JOHN KR. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES Kk. HALL, JR., M.D., Associate 


CHARLES A. PEACHER, JK., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


> hor senile paych ages 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOLOL formula.! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 

Each capsule or % teaspoonful 
of elixir contains: 
Pentylenetetrazol 100 mg., 
Nicotinic acid 50 mg. 


1. Levy, S., J.4.M.A., 155:1260, 1595. 
2. Thompson, I Procter, BR., North Carolina 


Mail Coupon for Free NICOZOL 


Drug Specialties, Inc. 
P, O. Box 830, Winston-Salem, N. C. 


Kindly send me professional sample of NICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 


PTHICAL PHARMACEUTICALS 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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We Have Moved 


OUR RALEIGH STORE 
TO 


706 Tucker Street 


WHERE WE HAVE 


@ LARGER QUARTERS 
@ OFF STREET FREE PARKING 


@ NEW METHODS 
OF DISPLAY 


IF FOR ANY REASON YOU CAN NOT FIND ; 
all designed to... . 


YOUR WAY AFTER YOU GET IN 
RALEIGH—CALL 


TEmple 3-8631 Serve You Better - Than Ever Before 
CAROLINA SURGICAL SUPPLY CO. 


706 TUCKER STREET RALEIGH, N. C. 


GLENWOOD PARK SANITARIUM 


M. D. North 

Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


Wortu WILLIAMS, Business Manager R. M. Bug, JRr., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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to quiet the cough 
and calm the patient 


INTEGRATED ACTION 


Topical anesthetic action 
more powerful than that of cocaine 


Antihistaminic action 
to help control cough, bronchial spasm, 
and allergy-caused congestion 


Sedative action 
to allay nervous irritability 


Expectorant action 
to render the cough productive by aiding 
the secretion of protective mucus 


PHENERGAN 


EXPECTORANT 


h Promethazine Expectorant with Codeine; Plain (without Codeine) 
Philadelphia 1, Pa. 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupctional and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Chormon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 


keep you 
Doctor... 


on up-to-date techniques for detecting and treating cancer, we 
have @ @ @ 

@ @ @ inour professional film library, films on nearly 150 
subjects covering cancer diagnosis, detection and treatment, 
available onloan @ @ @ 


@ @ @ our monthly publication, “Cancer Current 
Literature,” an index to articles on neoplastic diseases from 
American and foreign journals, 


For information about these 
and other materials, write 
your state Division of the 


American Cancer Society 
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excellent 
remedy 
for a 
poor 


appetite 


INCREMIN 


Lysine-Vitamin Drops 


combines the amino acid, |-Lysine, with 
vitamins B;, Bs, Bis 


stimulates appetite, effects better utilization 
of protein, thereby promoting growth 


cherry-flavored drops are delicious; may also 
be mixed in milk, formula, ete. 


¢ handy 15 ce. plastic dropper-bottle 


For the problem eaters, for the underweight, for 
the generally below-normal child 


(Excellent, too, for stimulating appetites of the elderly 
patient!) Dosage: 0.6 to 1 ee. (10-20 drops) daily. Each ec, 
(20 drops) containa: 

| Ly OO 

Vitamin Ky, 25 meam 

Thiamine as 10 ma. 

Pyridoxine 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


nus. 6. Pat. ore 
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for a ‘spastic 


integrated relief... TABLETS ed), each 
: mild sedation hydrochloride CIBA) and 20 mg. phenobarbital, 
A visceral spasmolysis 

Summit, N. J. mucosal analgesia 222200 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


€. H. & TAYLOR, M. D. J. T. VERNON, M. D. 


JAMES W. VERNON, M, D. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 
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24-hour control 


for the majority of diabetics 


GLOBIN INSULIN 


‘B.W. 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Welicome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 


Tuckahoe 7, New York 
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STUART CIRCLE HOSPITAL 
413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: Surgery: 
Manfred Call, III, M.D. A. Stephens Graham, M.D. 
M. Morris Pinckney, M.D. R. 

arrington Williams, M.D. 

Alexander G. Brown, III, M.D. Richard A. Michaux, M.D. 


John D. Call, M.D. Carrington Williams, Jr., M.D. 
Wyndham B., Blanton, Jr., M.D. 
Urological Surgery: 


Obstetries and Gynecology: Frank Pole, M.D. 


Wm. Durwood Suggs, M.D. Oral Surgery: 
Spotswood Robins, M.D. Guy R. Harrison, D.D.S. 
Edwin B. Parkinson, M.D. Plastic Surgery: 
Orthopedics: Hunter S. Jackson, M.D. 
Beverly B, Clary, M.D. Roentgenology and Radiology: 
. Pediatrics: Fred M. Hodges, M.D. 
L. O, Snead, M.D. 
D Charles P, Mangum, M.D, Hunter B. Frischkorn, Jr., M.D. 
: Edward G. Davis, Jr., M.D. William C. Barr, M.D. 
: Ophthalmology, Otolaryngology: Physiotherapy: 
: W. L. Mason, M.D. Miss Etheleen Dalton 
Anesthesiology : 
5 Pathology : William B Moncure, M.D. 
' James B. Roberts, M.D. Heth Owen, Jr., M.D. 
Director: 


Charles C. Hough 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological tlinesses, rest, convalescence, drug 


and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed, The Institution is equipped with complete laboratory 


facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patienta, rooms single or en suite. 


Wm. Ray GrirFFin, Jr., M.D. MarRK A, GRIFFIN, SR., M.D. 
Ropert A, Grirrin, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 
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SAINT ALBANS 


James K,. Monnow, M.D, 
Tuomas Painren, M.D. 
K, Dickinson, 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


M.D. 


Beckley Mental Health Center 
207%, 
Beckley, 
w. 


RADFORD, 


SOC AA 


STAFF 
James P. Kine, M.D. 
Director 
Dantes D. Cuties, M.D, 
James L. Cnrrwoono, M.D. 
Medical Consultant 


Affiliated Clinics: 


Harlan Mental Health Center 
Harlan, Ky. 
H. Crudden, M.D. 


McCreery St. 
W. Va. Cc, 
E. Wilkinson, M.D. 


“Patients without primary 
renal disease, but with 


albuminuria and high 
nonprotein nitrogen 
‘due to congestive 
circulatory changes, 
_can be adequately 
and safely treated 
with Neohydrin for 


long periods of time.” 


Conductive Shoe 
in dress style 


Safety from 
Fire and 
Explosion * 


@ Insole extension and wedge at inner corner of 

heel where support is most needed. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles guaranteed not to crack or collapse. 

@ Foot-so-Port lasts designed and the shoe construc- 

tion engineered with orthopedic advice. 

¥ Conductive Shoes for surgical and operating room 

personnel. N.B.F.U. specifications. 

®@ We are also the manufacturer of the Gear-Action 

Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for tree myo pt “the Preservation of the Function of the 
Foot g@ and $ @ the Shoe with the Foot.’’ 


Write for details or contact your loco! FOOT-$O-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-se-Port Shoe Company, Goonemowee, Wis. 
A Division of Museb 
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recognized 


_ as a potent, specific anti-arthritic 


established 


by over 100 million patient days 


substantiated 


in more than 7OO published reports 


BUTAZOLIDIN 


(phenylbutazone GeiGy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 

over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 

BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


relieves pain 
improves function 
resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 


with its use are urged to send for literature before prescribing it. 


Geryy GEIGY PHARMACEUTICALS, Division of Geigy Chemical Corporation, New York 13,N.¥. 
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therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Boston, 18, Mass, 


Davies, Rose & Co., Ltd. 


RELIEF FROM MORNING BACKACHE* 


your patients... 


AND THE MOST COMFORTABLE 
NIGHT'S SLEEP YOU'VE EVER HAD 


POSTUREPEDIC® 


The first 
and only mat- 
tress designed in co- 
operation with leading 
orthopedic surgeons, 
this scientifically firm 
mattress has afforded genu- 

ine relief from morning backache 

with too soft, sagging 
mattresses. oy Posturepedic provides supe- 
rior support and comfortable resiliency—re- 
gardless of the sleeper's size or weight. 


* Due to sleeping on a too-soft mattress 
SAVE $39 WITH THIS SPECIAL 
PROFESSIONAL DISCOUNT! 


Our most valued Sealy Posturepedic 
recommendation, for their own use 
over 10,000 doctors taking advanta of 
have purchased the this special offer. 


OSealy, inc., 1956 


SEALY MATTRESS CO. 
666 LAKE SHORE DRIVE, 
CHICAGO 11, ILL. 


Please send me full details on how I may obtain my 
Doctor's Discount and save $39 on the purchase ofa 
Sealy Posturepedic Mattress with Matching * *Coil- 
on-coil” Foundation. 
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MYSTECLIN SUSPENS 


(Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 

BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infee- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 

READY-TO-TAKE — Mysteclin Suspension requires no ree 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg, 
Steclin Hydrochloride and 125,000 units Mycostatin). 


i Squibb Quality — the Priceless Ingredient 


~ 

~ 
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TUCKER HOSPITAL, INC. 
212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 


Dr. HOWARD R. MASTERS 
Dr. GEORGE 8S. FULTZ, JR. 
Dr. RoBerT K. WILLIAMS 


a good buy in 
public relations 


place 
today’s health 
in your reception room 


“AMERICA’S 
AUTHENTIC 
HEALTH MAGAZINE 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 
TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 


Please enter (J, or renew (, my subscription for the 
period checked below : 


SPECIAL 

HALF-PRICE RATES FOR 
PHYSICIANS, 

MEDICAL STUDENTS, INTERNS 


NAME 


STREET. 


STATE 


city 


CREDIT WOMAN'S AUXILIANY OF COUNTY 
(4 YEaRs... $4.00 (2 YEARS... $2.50 
()3 YEARS... $9 $3.25 ()1 VEAR....8F% $1.50 


‘ 

i 

3 

3 

: 


October, 1956 


ADVERTISEMENTS 


It long has been an accepted 
idea that a combination of anal- 
gesics produces smoother anal- 
gesia than either would accom- 
plish alone. Now . . with $.C.A. 
TABLETS, this old idea is retained 
.. . but with the advantage of 
utilizing newer, less toxic agents. 


In S.C.A. TABLETS, aspirin is 
omitted in favor of salicylamide. 
This enhances the analgesic and 
anitpyretic activity . . . with no 
chance of stomach irritation from 
liberation of free salicylic acid. 


Phenacetin (Acetophenetidin), in 
S.C.A. TABLETS has been re- 


different NEW formula . . 


Something Keally NEW! 


The oldest idea in analgesic combinations in a distinctive, 
. as modern as tomorrow. 


placed by Acetyl. p-aminophenol, 
eliminating the danger of met- 
hemoglobin formation. 


S.C.A. TABLETS are indicated in 
the relief of pain and discomfort 
of the common cold, headache, 
grippe, sciatica, dysmenorrhea, 
bursitis, neuritis, myositis, 
kindred conditions. 


and 


Literature on clinical tests and 
bibliography on S.C.A. TABLETS 
upon request... the oldest idea 
in analgesics brought up to date 

.in white, compressed tablets, 
monogrammed with PP for ready 
identification. 


EACH S.C.A. TABLET CONTAINS: 


SALICYLAMIDE .... 
ACETYL-P-AMINOPHENOL 


CAFFEINE CITRATE |. 


gr. 


_ 2% gr. 
Ya gr. 


WoRTHWHILE. E PRESCRIPTION SPE 
ETHICALLY PROMOTED” 


CIAL 


VALTIES 


PHYSIC 


INCORPORAT 


IANS PRODUCTS Cc 


PETERSBURG.” 


CLINICAL SAMPLES AND LITERATURE ON REQUEST 


a 
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the Emblems of RELIABLE PROTECTION 


We cordially invite your inquiry 


for application for membership 


which affords protection against 


loss of income from accident and 


sickness as well as benefits for 


hospital expenses for you and 


all your dependents. 


Att PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


000 ASSETS 


$23 800 000 PAIO FOR BENEFITS 
SINCE ORGANIZATION 


Since 1902 


PHYSICIANS CASUALTY 
AND 

HEALTH ASSOCIATIONS 
OMAHA 2, NEBRASKA 


ANTEPAR’ 
| 
for “This Wormy World” es 
-PINWORMS 
ROUNDWORMS 
“TABLETS OF 
Pads of direetio 
able on request 
BURROUGHS WELLCOME & CO. (U S.A.) INC. 
Tuckahoe, New York 
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Results ‘With 


been cleared of the infection by. one course : 
if vesiment with ‘Antepar, 
Bumbalo, T.S., G 


and Oleksiak, E. 
Pediat. AL 336, 


White, ROHL and 
Standen, 
Brit. 


EVERY WOMAN. 


“PREMARIN: 


widely used 


Pediat. 


natural, oral 


estrogen 


\ Pads of directions sheets for patients avail- 
on request, 


AVE RST LABORAT ORIES 


BURROUGHS WELLCOME & CO. USA) me 
New York 
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| 
IN THE | | 
“DESERVES: | 
| 
| Ninety per cent of the chitdren passed all | 
We: 
| 
SYRUP OF ‘ANTEPAR’ 
| Diperazine Citrate: 
Tottles of fluid ounces, pint and 1 gallon, 
TABLETS OF ‘ANTEPAR® brand 
Piperazine Citrat 
mor mg. Seared 
Bottles of 
| 
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Out-Patient Clinic 
THE And Hospital For Rehabilitation Of 


KEELEY ALCOHOLIC 
A. F. Fortune, MD: Medical Director 
INSTI TE Devenmuebie, MD: Concsltent, lo. Poychietry 


GREENSBORO, _In-patients are accepted in state of acute 
HORTH CAROLINA alcoholism. No waiting period required. 


a Registered by American Medical Association a 


Compliments of 


‘The mercurial diuretics | 


have the justified Wachtel’s, Inc. 


SUPPLIES 


consistently effective 


all diuretic drugs.” 


TABLET 
-*Goodman, and Giiman, ry The Phormaco-- 
fogical Basis of Therapeutics, ed 2, New York, 
“The Macmillan Companys 1955, 65 Haywood Street 
ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 


FOR 
Th EXCEPTIONAL 
ompson CHILDREN 


Homestead Year-round private 
home and school for 


School infants, children and 
adults on pleasant 
250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. Bascom THOMPSON, Principal 


FREE UNION VIRGINIA 


| | 
| 
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MEBARAL 


ANTICHOLINERGIC e SEDATIVE 


in peptic ulcer management 


« relieves pain promptly * promotes healing 
reduces tension safely « maintains anacidity for hours 


tranquilizes without dulling + controls hyperactivity of 
well tolerated upper gastro-intestinal tract 


MonopraL with Mesarat—the ‘“‘psychovis- 
ceral stabilizer’’— provides for patients with ulcer 
and gastro-intestinal spasm an effective barrier 
against the impact of environmental stimuli... 
controls gastric hypersecretion and hypermotility 
for three and one half to five hours.* 


EACH TABLET CONTAINS: DOSAGE: | or 2 tablets three or 
Mownoprat bromide..... 5 mg. four times daily. 
Available on pres only. 
Bottles of 100 tablets 


(| Laboratories New York 18, N. Y. 


Monodral (brand of penthienata) and Mebafal (brand of mepbabarbital), trade 
marks reg. U. 8. Pat. Off. 
*References and clinical trial supplies available on Pequest. 
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SENSITIVITY OF COMMON PATHOGENS TO CHEGROMYCETIN AND FOUR OTHER MAJOR ANTIBIOTIC AGENTS” 


"CHLOROMYCETIN 


CHLOROMYCET 


ANTIBIOTIC 
ANTIBIOTIC A 
ANTIBIOTIC B 


“ANTIBIOTIC 


“ANTIBIOTIC 


ANTIBIOTIC 
“ANTIBIOTIC 


"ANTIBIOTIC D 


ESCHERICHIA COL! a BACILLUS PROTEUS 
(148-227 STRAINS) 4 (63-104 STRAINS) 


AEROBACTER AEROGENES PSEUDOMONAS AERUGINOSA 
(143-2486 STRAINS) (39-70 STRAINS) 


CHLOROMYCETIN 


CHLOROMYCE 


ANTIBIOTIC A 
ANTIBIOTIC C 


B 
ANTIBIOTI: 
ANTIBIOTI 


“ANTIBIOTIC D 


*This graph, based on in vitro stu 
is adapted from Horton and Kni 
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when more than one organism is involved... 


for today’s problem pathogens 


Therapeutic advantages of CHLOROMYCETIN (chloramphenicol, Parke-Davis) are espe- 
cially appreciated when mixed infections are encountered because it provides highly effee- 
tive antibiotic action both against gram-negative and against gram-positive pathogens.!-7 
CHLOROMYCETIN also acts against many pathogens which may grow when originally 
sensitive organisms have been suppressed.* 


Unlike some antibacterial agents which are specific for one type of organism only, or others 
to which bacterial resistance readily develops, CHLOROMYCETIN demonstrates continued 
efficacy against a wide variety of commonly occurring microorganisms: “Sensitivity of many 
strains of pathogens to chloramphenicol [CHLOROMYCETIN | and limited tendency of these 
organisms to develop resistance to this antibiotic explain the effectiveness of chloramphen- 


icol where other antibiotics and chemotherapeutic agents have failed.”! 


CHLOROMYCETIN is a potent therapeutic agent, and because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 


References: (1) Felix, N. S.: Pediat. Clin. North America 3:317, 1956. (2) Joron, G. E.; Fowler, A. F; 
de Vries, J.; Reid, G., & Mathews, W. H.: Canad. M. A. J. 73:956, 1955. (3) Weil, A. J., & Stempel, B.: Anti 
biotic Med. 1:319, 1955. (4) Perry, R. E., Jr.; North Carolina M, J. 16:567, 1955. (5) Jones, C, P, Carter, B.; 
Thomas, W. L., & Creadick, R. N.; Obst. & Gynec, 5:365, 1955. (6) Murphy, F D., & Waisbren, B. A., in 
Murphy, F D.: Medical Emergencies: Diagnosis and Treatment, ed. 5, Philadelphia, F A. Davis Company, 
1955, p. 557. (7) Altemeier, W. A.; Culbertson, W. R.; Sherman, R.; Cole, W.; Elstun, W, & Fultz, C. T.: 
J.A.M.A. 157:305, 1955. (8) Horton, B. FE, & Knight, V.; J. Tennessee M. A. 48:367, 1955. 
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DETROIT 32, MICHIGAN 
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‘Thorazine’ relieved this patient's 
anxiety, tension and fear and made 


it possible for him to return to work, 


*THORAZINE’ CASE KEPORT 


patient: Anxiety, tension, and a fear of going 
out alone made it impossible for this 36-year- 
old man to work. After other treatments had 


a 


iden 


failed he was given ‘Thorazine’. 


response: ‘On “Thorazine’ medication, 100 mg. 
orally, daily, his anxiety and apprehension dis- 
appeared rapidly. The patient was able to go 


out alone and to work once again. His mood 


was actually gay and his co-workers were sur- 
prised at this change. He was now free from 
care whereas before he had been distressed by 


the slightest difficulty.” 


This case report is from the files of a general practitioner, 


THORAZIN E* 


Available in ampuls, tablets and syrup (as the hydrochlo- 


ride), and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


‘Thorazine’ should be administered discrimi- 
nately and, before prescribing, the physician 
should be fully conversant with the available 
literature. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 


| 
| 
{ 


